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An eye ointment with a rapid and intense action 

against a wide range of organisms, including strains which 
may have developed resistance to penicillin and other 
antibiotics. It is well tolerated and retains its activity in 
the presence of blood, pus and lachrymal secretion. 

As an ointment presentation, ‘Brolene’ is particularly 
convenient for bedtime use, Propamidine Ophthalmic 
Solution is suitable for daytime application. 

‘BROLENE’ IS SUPPLIED IN 5 G. TUBES 

Detailed information is available on request 


M4&B BRAND MEDICAL PRODUCTS 


Distributors 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 


For contents of this issue see overleaf 
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—but when blood vessels are occluded... 


ANTICOAGULANT THERAPY 


with 


*PULARIN (heparin-Evans) available in a 
G.P. EMERGENCY PACK OF 12500 1.U. 


and 
* DINDEVAN (phenindione-Evans) tablets (10 mg. and 50 mg.) 


A copy of the brochure ‘ Essentials of Anticoagulant Therapy’ 
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Rest from pain and a good night's sleep 


TRADE MARE 


‘Val 24 1S’ 
The SAFE hypnotic p/us a well-tried analgesic combination 


Each ‘Vaigis’ tablet contains: 
‘Distaval’ (tha/idomide) 50 mg., Acety/salicylic acid 250 mg. (4 grains), Phenacetin 250 mg. (4 grains), 
In tubes of 12 and containers of 100 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London, S.W.19 Telephone: LiBerty 6600 


Owners of the trade marks ‘Vaigis’ and ‘Distaval’ 
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British Pharmaceutical Codex 


1959 


The seventh edition of the British Pharmaccutical Codex, just published, 
provides the latest availab!e information on the properties, standards, 
actions and uses, contraindications, dosage and formulation of nearly 
1000 medicinal substances in current use. 
There are 70 new monographs — 78 new formule — 3 new appendixes 
The Codex has been compiled by the aid of ten committees and sub- 
committees on which over 100 experts in their particular spheres have 
served. In addition approximately 50 specialists have prepared and 
commented on proposed new and amended formule. 


Pp. xxix+1301. Price 70s. (Packing and postage 2s. 6d., overseas 4s.) 


THE PHARMACEUTICAL PRESS 
17 Bloomsbury Square, London, W.C.1 
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on 
MEDICINE and SCIENCE 
and Allied Subjects | for the strengthening 


Catalogues sent on request and toning up 
oe of the system 


used for thousan is oO! yeirs 


LENDING LIBRARY 


Medical and Scientific Full information on the indications 
and uses of the 3! spas in Bavaria 
Annual subscription from £1 17s. 6d. 


is contained in the new publication 


The Library Catalogue revised to December 


1956. Pp. xii + 1178. To Subscribers £1 . 5s. 66 The Bavarian Spas g3 


net, to non-subscribers €2 . 2s. net, postage 2s. 


Bi-monthly List of New Books and New Editions *” * +’ 
added to the Library sent post free on request 








Prospectus post free on request A copy (48 pages, 11/2 illustrations) of “The 
| Bavarian Spas” is available on application to 


H. K. LEWIS & Co. Ltd. | Bayerischen Heilbader - Verband 


Abt. E 3c, Regentenbau, 
136 Gower Street, London, W.C.! 
Telephone EUSton 4282 (9 lines) 





Bad Kissingen, West Germany 
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Saunders Books 





HISTORY OF MEDICINE 


By the late Fielding H. Garrison, A.B., M.D. 


A collector’s item—again available in a handsome new reprint. 
This classic and unusual chronology of medicine, originally pub- 
lished in 1929, has been completely out of print for some 15 years. 
During this time, it has become a rare and sought-after volume by 
physicians and medical bibliophiles. It is now available again in a 
limited reprint of the Fourth Edition. 


996 pages, illustrated. £4. 14. 6d. 


Gardner, Gray and O’Rahilly— ANATOMY: A Regional 
Study of Human Structure 

By Ernest Gardner, Professor of Anatomy, Wayne University; Donald J. 

Gray, Professor of Anatomy, Stanford University; and Ronan O’Rahilly, 

Associate Professor of Anatomy, Wayne University. 

999 pages, 568 line drawings and 64 radiographic plates. £5. 5. 0 


1960 CURRENT THERAPY — Today’s Best Treatments 
Edited by Howard F. Conn, M.D. 808 pages £4. 4.0 


Davis-Christopher — TEXTBOOK OF SURGERY 
New (7th Edition ) 


Edited by Loyal Davis, Professor and Chairman, Department of Surgery, 
Northwestern University; with the collaboration of 82 American Authorities. 
1,551 pages, 1,597 illustrations. £5. 19. 0 





W. B. Saunders Company Limited 
7 GRAPE STREET, LONDON, W.C.2 
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RADIOLOGY 

AS A DIAGNOSTIC AID 

IN CLINICAL SURGERY 

H. Middiemiss, M.D., F.F.R., 0.M.R.D. 
The author's aim is to assist the surgeon to a 
better understanding of the scope and limita- 
tions of radiology. Special care has been 
taken to produce paper and blocks which will 
give the finest possible reproduction of the 
illustrations, each of which shows some defi- 
nite lesion and has been chosen because of its 
clarity or the rare condition it delineates 
154 pages. 100 illustrations. 30s. net 


CONSTIPATION IN 
HEALTH AND DISEASE Mi J D i G A L 
W. Farrar, M.D. 


This is a factual book by a physician and 
surgeon which can be confidently recom- 
mended to patients ie gives a simple, 


comprehensive explanation of what consti- 
pation is and what can be done about it. 
104 pages. 6s. net 


New Second Edition 


BLOOD TRANSFUSION: 


A Guide to the Practice of Transfusion Within 


Hospitals 
G. Discombe, M.D., B.Sc. 
This edition has been rearranged to make | 


reference easier and incorporates those 

advances in knowledge which seem to be the 

Most important. 

64 pages. 6s. net P ‘ ‘ . 
In conjunction with the Third 


AN INTRODUCTION TO" International Conference on Medical 
HUMAN BLOOD GROUPS Electronics organised by the 


Fulton Roberts, M.D. 7 ‘ ’ . 
Electronics and Communications 


In recent years many more blood groups 


have been discovered and some of th tab- : ‘ ‘ 
lished systems ABO, MN and P rendey sa Section of The Institution of 


found to be more complex than at first ; i i iati 
appeared. Furthermore, blood groups now Electrical Engineers, in association 
play a wider part in scientific and medical ; j 
study than is met by a consideration only of with The International 
blood transfusion in haemolytic disease of the Federation for Medical Electronics 
newborn. This new book is a simple intro- . 
duction to the subject not only for students 
and practitioners, but all whose work lies in 
the new fields where blood group study offers 

opportunity for the advancement of scientific | 

eoporcunie OLYMPIA LONDON 
96 pages. 9s. 6d. net 


THE INTEGRITY OF |21-27 JULY 1960 


THE PERSONALITY 
Anthony Storr, M.B., M.R.C.P., D.P.M. 
Psychotherapists will find much of value in 

this account of the author's well-balanced and | 

fully documented approach to his work. For | — 

the ordinary reader it is an excellent intro- Admission 2/6d. 
duction to a fascinating subject 

180 pages. 1Ss. net 


Open 9.30 a.m.—6 p.m. daily 


Industrial Exhibitions Limited 





Wm. Heinemann Medical Books, Ltd. 
15-16 Queen Street, London, W.! 9 Argyll Street, London, W.1 














ANNOUNCEMENTS 











PATHOGENESIS & TREATMENT OF OCCLUSIVE 
ARTERIAL DISEASE 


The Proceedings of a Conference held at the Royal College of Physicians 
of London, | 3th-14th November 1959 

The full proceedings, discussions, illustrations, references etc; of this most im- 

portant conference. Participants included some of the most eminent workers in 

the field. 25s. net 


SELECTED PAPERS OF SIR GEOFFREY JEFFERSON 
This magnificent book contains the best of the work and writings of Sir Geoffrey 
Jefferson. Compiled and annotated by himself, this is a unique, important and 
handsome volume. £5. 5. 0. net 


PITMAN. MEDICAL PUBLISHING co. LTD. 
39 PARKER STREET LONDON W.C.2 











ELEMENTS OF HOMCOPATHY 


by D. M. GIBSON 
M.B., B.S.(Lond.), F.R.C.S.(Edin.), M.F.Hom. 


PRICE 2/6 POST FREE 


The above with other homceopathic literature approved 
by the Faculty of Homceopathy obtainable from the 


BRITISH HOMCOPATHIC ASSOCIATION 
27a DEVONSHIRE STREET, LONDON, W.1 
and all suppliers of Medical Books 
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Working for the Nation's Children No. 45 


He blew his top 


Talking about cases in general that are 
dealt with by the N.S.P.C.C., one of its 
inspectors recently said: ‘A case in which 
I have been interested in ‘on and off’ for 
some years flared up a few months ago, due 
largely to the father’s obduracy in regard to 
his boy of 14. The man was a shocker, and 
he was really the cause of my interest in his 
children. He often drank far too much, was 
overbearing, and authority in the shape of 
officialdom, statutory and voluntary, was to 
him like the proverbial red rag to a bull. 
There were several children in the family, and 
their doctor was very concerned about the 
boy of 14, who had taken to truanting from 
school; it seemed that here was ancther 
juvenile delinquent in the making. The boy 
wanted to become a sailor and I was able to 
take steps which would gratify his wish. His 
headmaster was all in favour of the move, but 
when anybody, including myself, tried to get 
the father to agree to it, well, to use the argot 
of today, he * blew his top,’ and when he 
did that the language he used was to say the 
least colourful. But I stuck to him, and then 
one day he came to see me, and said he was 
willing for the boy to go to a Naval School 
I had found for him, and that he was also 
prepared to contribute towards his main- 
tenance. He ended up by saying ‘I have 
been a difficult. . . ; thank you for putting 
up with me.’ And by the way the boy is now 
at the Naval School and doing well. He looks 
like making a good sailor and not a bad 
delinquent.” 

Cases like this—an actual case on the files 
of the N.S.P.C.C.—are dealt with frequently 
by the Society; for the scope of the Society’s 
work is very much wider than cases of cruelty 
or gross neglect. If the Society can do any- 
thing at any time to help children whose 
welfare, happiness or future is in jeopardy, 
it will do so. This vital humanitarian work 
depends on your subscriptions and support. 
Please send your contributions to: 


The Director 


N-S-P-C-C 
ROOM 103, VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 
The N.S.P.C.C. helped over =) 
100,000 children last year 4.x 


When advising on Wills and Bequests 
remember the N.S.P.C.C. 








If the answer is: “ Everything!’ you need a 
filing system to master the chaos before the 
chaos masters you — and the most masterly 
filing cabinets are made by Amerson. Smart, 
efficient, in a variety of colours and finishes, 
Amselock filing cabinets save you time — no 
hunting! no worry; you cannot lose 
things! They are specially designed to 
accommodate N.H.S. Medical Records and 
can be built up gradually as your practice 
increases. 


For further information, please write to: 


AMERSON Ltd 


Sole Proprietors of the Amselock Patents) 


MAGNOID WORKS, ALBERT RD., BRISTOL 2 
Phone: BRISTOL 78054 


Amselock filing systems are also available from 
leading Surgical Instrument and Office Equipment 
Suppliers. 
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E LONDON, W.t 


LEY SQUAR 


2RKE 
a8 MATa" 7444 


The Largest Official Retailer. : 
ROLLS-ROYCE an 
BENT LEY 


Unequalled After Sales Service 
JACK BARCLAY (SERVICE) LTD., YORK ROAD, BATTERSEA, S.W.1! 
The Officially Appointed Service Engineers 
BATtersea 6444 
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THERE IS 
STILL 
SPACE... 


for you and your 


car to travel 
cheaper-quicker 
easier 
to the Continent by 


SILVER 


CITY 
AIR FERRY 


Details from your Travel Agent, 
A.A., R.A.C., or direct from: 
SILVER CITY AIRWAYS LTD., 
62, Brompton Road, S.W.3. KEN: 4567 


THE Nepenthe helds pride of place 
among the many preparations of 
Opium produced over the last 100 
SAFEST years. Containing all the constit- 
vents of Opium, it = ge ad ame 
the usual unpleasant after-effects, 
AND BEST and is constantly effective over 
PREPARA As the request of many dears, 
t the request many 
TION Nepenthe has been produced as a 
sterile solution for parenteral in- 
OF jection, and both oral and sterile 
solutions can be prescribed with 
complete confidence. Packed in 2, 
4, 8 and 16 oz. bottles and for in- 
jection in § oz. rubber -capped 
bottles, sterile, ready for use. 
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FERRIS & CO LTD. BRISTOL 


TONALIX - MIST. TUSSINFANS 
SEDRESOL OINTMENT - SYROTUS 
SYRUP. PECTORALIS RUS 
LOTIO ZINC. SEDATIVA 














Presentation : 

50 tablets in & rolls of 10 
N.H.8. Price 2/-. 

Alse in gel form. 
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Aluphos is a trade mark 
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SIGHT 


IT MAY APPEAR TRITE to remark that sight is one of our most precious gifts, 
especially to a body of medical practitioners, yet to-day doctors, surgeons, 
oculists and opticians, as well as millions of other people, are all wearing glasses. 
Why is this? 


There seems to be a mistaken idea that high intensities of artificial light are 
necessary to enable us to see clearly, and the intensities of daylight are often 
quoted as a justification. However, the sun, which is the source of daylight, is 
there primarily to heat the world, and in doing this a great deal too much light 
for the requirements of seeing is generated. Nature has given us green grass, 
trees and shrubs to absorb some of the excess, but “‘civilisation” gives us glass 
and concrete buildings to reflect the excessive light and make the glare worse! 
Indoors, when the sun is shining, the wise man pulls down the blinds to reduce 
the glare. 





We feel it is up to the medical people who know the functions of the eye and 
how it works, not to rely on the statements of manufacturers, but to point out 
to the public the more obvious dangers to eyesight, both of glare and excessive 
intensities of light, and also of inadequate light; how glare and high intensities 
close down the iris of the eye and if maintained for too long, cause it to lose its 
resilience and ability to relax and open quickly, while if there is habitually too 
little light, the eye gets strained through the iris constantly trying to open 
wider, thus losing the power to close quickly when necessary, so that harmful 
amounts of light are admitted, causing such troubles as miners’ nystagmus. 
The glare, high intensity and uneven distribution of so much artificial lighting 
nowadays is probably one of the reasons why there are so many street accidents 
at night. 


It is an alarming fact that there are now at least 150,000 registered blind in 
this country alone and the number is increasing by about 12,000 per annum, 
while there are from 30 to 40 million users of spectacles! These facts coincide 
with the increasing use of high intensities everywhere, and of fluorescent 
lighting with its ultra-violet radiation, even in schools and colleges, where the 
young people, who normally have very good eyes, are having their sight 
destroyed almost from birth 


It therefore surely behoves all who are in a position to do so to endeavour to 
check this dreadful state of affairs. 


Really good lighting should be glareless, practically shadowless, evenly 
distributed and of moderate intensity, so that one can see everything clearly 
and comfortably in every corner of a room and facing in any direction. This 
is the’ form of lighting that G.V.D. invariably provide, and they do so in the 
most efficient, effective and economical manner. 


For further particulars, please apply to:— 


29b TORRINGTON SQUARE, 


G.V.D. ILLUMINATORS | Lonoon, wc. 


Telephone: MUSeum 1857 
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Training Made Easter 
For the Colostomy 
Patient 


Training is the key to normal 
living for the colostomy patient. 


* Spencer’s colostomy support 
individually designed, cut, and made 
for each patient — makes training 
easier, because : 

* Abdominal section opens in- 
stantly by means of zippers - 
facilitating the change of pads. 


* This section is lined with 
moisture-proof material — easily 
cleaned—protects outer clothing. 


* Spencer’s co-relation of abdominal and back support improves 
posture, and body mechanics. 


* Cosmetic results are appreciated by both male and female patients. 


* The care of the permanent Colostomy, Can. Med. Ass. Jr. 60: 71-72 
(January) 1949. 


For further information write to : 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
Branch Offices 
LONDON: 2 South Audley Street, W.! .: GROsvenor 4292 
LIVERPOOL: 79 Church Street, | Tel.: ROYal 402! 
LEEDS: Victoria Buildings, Park Cross Street, | .: Leeds 3/3082 
(opposite Town Hall steps) 
MANCHESTER: Room 9, 2nd Floor, Milton Hall, \.: BLAckfriars 7822 
244 Deansgate, 3. 
BRISTOL: 18 Whiteladies Road, Clifton, 8 Tel.: Bristol 36410 
(opposite Broadcasting House) 
LASGOW: 86 St. Vincent Street, C.2 Tel.: CENetral 3232 
EDINBURGH: 30a George Street, 2 Tel.: CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEATH SERVICE 
THROUGH SUBSIDIARY COMPANY SPENCER (SURGICAL SUPPLIES) LTD. 


Trained Retailer-Fitters resident throughout the Kingdom. Name and address of nearest Fitter supplied 
Copyright on request 











Sent home from school 


with a note from teacher... 


It probably started with a simple cold sore 

or runny nose, but secondary infection soon 
turned it into impetigo vulgaris. 

Ecomytrin containing two highly active 
antibiotics Amphomycin and Neomycin in a 
vanishing cream base, is cosmetically acceptable, 
penetrates rapidly to the infected area and 
allows exudates to come to the surface. 
Ecomytrin is also indicated in ecthyma, sycosis 
barbae, folliculitis, pustular acne and skin 


lesions associated with secondary infections. 


PRESENTATION 


Tubes of 15 G. 


PRICE 
The basic N.H.S. cost of Ecomytrin 


is 5/-d. per 15 G. tube. 


comytrin 


CREAM 


For Infected Skin Lesions 


3 CS R. WARNER AND COMPANY LIMITED, EASTLEIGH, HAMPSHIRE 











a new advance in the treatment of depression 
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A SAFE AND 
EFFECTIVE 


MAO... 
INHIBITOR 


Nardil is a new kind of antidepressant which 
acts selectively on the brain 

Nardil acts rapidly, improvement is seen within 
the first week and often in the first few days 
Nardil is safe—toxic effects on blood or 

liver are extremely rare. 

Nardil has a simple and convenient dosage 
schedule (one tablet three times a day 

which helps patient co-operation 


Nardil is economical in use. 
Basic N.H.S. cost only 4/11 (excl. p.t.) for 25 tablets 


Nardil is available in bottles of 100 and 500 sugar 
coated tablets each containing 15 mg. phenelzine 


NARDIL 


ical information may be obtained from 


WILLIAM R. WARNER & CO. LTD 
EASTLEIGH, HAMPSHIRE 





in proctitis and other ano-rectal 
disorders complicated by inflammation 


Anusol-HC 


Anusol with hydrocortisone 


Quickly arrests inflammation, gives Sustained 
relief from pain and irritation. The new 
Suppository incorporates 10 mg. (0.35°,,) of 
hydrocortisone in the established Anusol formula. 


One Suppository twice daily should contro] the 
condition within a week—for radiation 
proctitis and haemorrhagi proctitis more 
prolonged treatment IS usually nex essary. 


Anusol 


prescribed more often than any otl 


Suppository in the world. 


antiseptic - decongestive - emollient 


Anuso] Immediately relieves haemorrhoida] pain, 
soothes irritation and hastens healing. 
ntai? a? aesthe aT to ma 


mnt mms. 


one suppository morning and night and 
after each bowel] movement. 


WILLIAM R, WARNER & CO. I TD., EASTLEIGH, HAMPSHIRE. 
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A rational 
procedure 


WHEN PRESCRIBING ELASTIC HOSIERY: 


ALL AVERAGE CASES 


Generally preferred Thigh Stockings, 
nthe Elastic Yarn, Scholl. 
(virtually invisible under usual hose) 





Generally preferred Below-knee Stockings, 
pe oe Elastic Yarn, Scholl. 


(non-slip without suspenders) 


EARLY VARICES 


Thigh Stockings, 
Nylastik, Scholl. 
(Full-footed) 





These lightweight nylon elastic 
stockings provide a degree of 
support which is entirely adequate 
in many cases of early varices, 
and in pregnancy. 


The name Scholl ensures 
support, fit and comfort 


PRESCRIBABLE ON N.H.S. 


THE SCHOLL MFG. CO. LTD., 182-204, ST. JOHN STREET, LONDON, E.C.! 





brand of nialamide 


the 

safe 
monoamine 
oxidase 
inhibitor 
which 


offers 


for depre 


Niamid modifies and regulates Mi specific therapy 

levels of essential monoamine 

widely distributed throughout | 

tissue. This action may explair * 

well-accepted clinical applicatior 

apparently unrelated conditior MH socialisation of certain types of 
& 


f angina pectoris 


Depressive states of all types have 

responded to the smooth gentle ats i . 
action of Niamid. Attacks of angina spoon BS 08 menrate CW — wren 
pectoris have been reduced in eh aa 4 
frequency and severity, and in certain 

types of mental defect there has 

been an improvement in social 

behaviour. Generally there is an 

uplift in mood and well-being, often 

accompanied by an increase in 

appetite. 


Intensive studies and clinical tr 
have proved Niamid to be non-to» 
Niamid can be used with iad ey 
confidence in both ambulant and mK i pleases ook ae 
hospitalized patients. e United Kingdom by 
HARVEY PHARMACEUTICALS 
Niamid is supplied in + dpernet of 
25 and 100 mg. tablets. - 
8 Pfizer Ltd., Folkestone. 


HM26/3846 ¢ Trade Mark 
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Do you consider the vehicle when you prescribe steroid therapy 
with hydrocortisone cream? Some vehicles have been 
implicated on grounds of sensitisation risk. 

Lacto-Calamine, the excipient in Cortoderm and Cortoderm-N, 
has an unblemished reputation in this respect. Soothing, 
bland, cosmetically acceptable, it also contributes its own 
anti-inflammatory action to successful treatment of infected 
and non-infected dermatoses. 








CORTODERM CORTODERM-W 


0G tabes containing in a cream base of “0 pe 


taining 
O@%. 06% or 1% 
acetate 


i LL, ae LACTO-CALAMINE 


with 06% neomyuia 
sulphate 


Basie NAS cost 
2, &6, we 
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new simplicity 
in diuretic therapy 


Intensive diuretic therapy often 
causes potassium depletion. This can 
usually be prevented by the 
administration of a potassium 
supplement. ‘HydroSALURIC’-K isa 
diuretic product which contains 
hydrochlorothiazide and potassium 
chloride, the latter component 
contained in a new and 

reliable enteric coating. 


Average Dosage 
1 to 2 tablets, once or twice daily, as required. 


Each tablet of ‘HydroSALURIC'’-K contains: 
Hydrochlorothiazide 25 mg., 


BITC 


Potassium Chloride 572 mg. 


The U.K. basic N.H.S. cost of 12 tablets 
is approximately 3s. lld 


HydroSALURIC-K 


Reed 


Tablets, Hydrochlorothiazide with Potassium Chloride 


contains its own potassium supplement 


Made in England by 


MERCK SHARP &2 DOHME LIMITED 
HODDESDON, HERTS 
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Services to the Medical Profession 
COLOUR TELEVISION FOR AUSTRALIA 


During August, September and October of this year the Medical Colour Television 
Unit of Smith, Kline & French Laboratories Ltd., England, will be demonstrating 


surgical and clinical procedures in four Australian cities—Adelaide, Melbourne, 
Brisbane and Sydney—in co-operation with local medical associations. 


This will be the first time ever that colour television has been presented in Australia. 
The mobile unit has been operating throughout Britain for several years with great 
success, and many thousands of British doctors have attended the unique demonstra- 
tions which form one of the (¢ ompany’s several ethical services to the medical pro- 
fession. Recently it was decided to duplicate the existing television facilities, to 


retain one unit in Britain and send the other overseas, first to tour Australia and later 
South Africa. 


Presentations to medical audiences will be given as follows: 


Aug. 12-16 Adelaide Royal Adelaide Hospital. Presentations organised 
by the Post-Graduate Committee in Medicine, 
University of Adelaide, 


Adelaide Presentations organised by the Roval Australasian 


College of Surgeons. 
2¢-Sept. 2 Melbourne Royal Melbourne Hospital. 
§-9¢] I 


19-23 Brisbane Brisbane General Hospital. Presentations organ- 
ised by the Post-Graduate Medical Education 


Committee, University of Queensland. 


Sydney Royal Prince Alfred Hospital. Presentations 
organised by the Post-Graduate Committee in 
Medicine in the University of Svdney, The Royal 
Prince Alfred Hospital Medical Officers’ Associa- 
tion; Dermatological Association of Australia; 
Ophthalmological Society of New South Wales. 


Fuller details can be obtained from: 


The Public Relations Department, 
Smith Kline & French Laboratories Ltd., 
Welwyn Garden City, Herts. Tel: Welwyn Garden 5111 CTV:PA70 
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Tetrahydrofurfuryl salicylate . 
Ethyl nicotinate 

n-Heryl nicotinate 

Ethyl p-aminobenzoate 
Water-miscible cream base ad 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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penetration in Arthritis and 


Rheumatism 


NICOTINIC, SALICYLIC AND p-AMINOBENZOIC ACIDS in Ester form 


In casEs of soft-tissue rheumatism, and arthritic disorders, many doctors 
are tending more and more to regard Transvasin as an indispensable adju- 
vant to treatment. 

For Transvasin is composed of the esters of nicotinic, salicylic and 
p-aminobenzoic acids. These esters readily pass the skin barrier in thera- 
peutic quantities, and so enable an effective concentration of drugs to be 
built up where they are needed.* 

Transvasin not only induces vasodilation of the skin with a superficial 
erythema, but also brings about a deep hyperaemia of the underlying tissues. 
It is non-irritant and can be safely used on delicate skins. 

It is now being widely prescribed, with successful clinical results. Since 
a very small quantity is sufficient for each application, the cost of treat- 
ment is extremely low. 


LLOVYD-HAMOL LIMITED 11 Waterloo Place, London, &.W.1. Whitehall 8654/5/8 


Transvasin is available in 1 oz. tubes, 
basic N.H.S. price in the U.K. 2/6. 
Samples and literature will be gladly 
sent on application. 
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Eagerly accepted . . . highly effective 

















cherry-flavoured, non astringent 


SYTRON 


liquid oral-iron therapy 


Normally children rebel strongly against taking liquid iron preparations. 
But SYTRON* is different. A pleasant cherry-flavoured elixir, it has little 
or no astringent taste and proves completely acceptable to the most 
fastidious child. 

SYTRON does not stain teeth and, in its recommended dosage, seldom 
causes any intestinal irritation. ©TRADE MARK 


SYTRON contains in 8 ml. (2 teaspoon- 

rs “yy. fuls) sodium ironedetate equivalent to 55 

PARKE-DAVIS , IP): mg. of iron, and is available in bottles of 
; 4, 16 and 80 fi. ozs. 


PARKE DAVIS & COMPANY Inc USA Liability Limited - HOUNSLOW * MIDDX. * TEL: HOUNSLOW 2361 








OC AT HER FIRST POST-PARIE 


The Physician’s 
consideration 

of child-spacing 
protects the health 
of the 

patient 

and the welfare 

of her family 


Authoritative 
material is availabie 
on request to assist 
the effective 
prescription and 
patient instruction 
in the method 


DELFEN Vagina! Cream 
PRECEPTIN Vagina! Ge! 


ORTHO-GYNOL Vagina! Jelly 
ORTHO-CREME Vaginal Cream 


ORTHO Vagina! Diaphragm 


Qoyauite) aiding the physician's res 


\i Ortho Pharm 
Seunderton - " 














Nilevar 


ethandrolo 








potent 


prote in 


anabolic 


action - 


its effectiveness is 
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ry doctor’s practice & of these could be on Rastinon Therapy 


How many 


of your patients 
could be stabilized 


on Rastinon? 


It is reperted that twelve per thousand is the true incidence of 
diabetes in Great Britain. For every known case of diabetes 
a there is another as yet undetected and untreated. * The majority 


of these undetected diabetics will be middle-aged and have dia- 
CASE betes of recent onset. 


» For the diabetic over forty years of age whose condition has 
fi 4 been discovered recently, Rastinon tablets offer an oral treat- 
O i ment which is safe, effective and economical. 


* BMJ. 1909 


Rastinon 


6 


For your files: /f you would like to have more information about Rastinon oral diabet 


fad tes 


therapy, please write to: HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 


ole distribut in the United Kingdom ; HORLICKS LIMITED, SLOUGH, BUCKS 
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Predsol* Eye/Ear Drops contain no insoluble 
hormone particles Predsol is water-soluble 
prednisolone phosphate 


*Giaxo trade mark 


SLAXO LABORATORIES LTO 
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freedom from the 


distressing symptoms of 


dysmenoprrhoea with 


EDRISAL* 


*Edrisal’ is a trade mark 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 
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highly effective in infantile diarrhoea 


TERERAN 


kaolin with Framycetin 


ENTERPRAM, combining the adsorbent, demulcent 
action of Kaolin with the bactericidal cect of 
Framycetun, is highly effective in infectious 
djarrhoea. Framycetin is active against all the 
bacterial pathogens normally found in gut infections 
including staphylococci resistant to other anti 
biotics. Available evidence shows that it is not 
absorbed from the gut, so that its action is purely 
local. Bacterial resistance to Framycetin is rare 

indeed, and pauent sensitivity unknown 
Whenever diarrhoea poses clinical problems 
enTrerRFRAM will be found to be rapidly, safely 
effective. The pleasantly flavoured vehicle and the 
action of the antibiotic make ENTERFRAM 


ally suttable for children 


NEW ENTERFRAM 


kaolin with Framycetin—the ideal antibiotic for entenc use 


Each 30 ml. exrerrram contains o3 G Framycetn 
sulphate and 6-0 G Light Kaolin BP. 


Genatosan Ltd Loughborough Leicestershire 
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S a f e Ss t for prolonged use in 


essential hypertension 


RAUWILOID 


selected alkaloid hydrochiondes of Rauwolfia serpentina.) 


UNVARYING POTENCY 


INEXPENSIVE 





IN MILD TO MODERATE HYPERTENSION 





Rauwiloid tablets contain 2 mg. a/serosylon traction 
of Rauwolfia serpentina 





Clinical effects 
Gradual lowering of raised blood pressure 
Sedation without loss of daytime alertness 
Mild bradycardia 


VERY SIMPLE DOSAGE Jus! 2 tablets nightly 
BASIC N.H.S. PRICES = Containers of 60 -— 8/8 500 - (2/8 


There are fewer risks with Rauwiloid 





Riker Laboratories Limited, 
Loughborough, Leicestershire 


*R oid’ is a reg! d trade mark 
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he’s heard the call for... 


Vi-Daylin 


a liquid multi-vitamin preparation 
with a pleasant flavour 


and a special appeal for children 


Each 5 cc. teaspoonful « 


Vitamin A 

Vitamin D, B.P 

Aneurine Hydrochicride, B.P 
Riboflavine, B.P 

Ascorbic Acid, B.P 
Nicotinamide 

Pyridoxine Hydrochloride 


ABBOTT LABORATORIES LTD - LONDON W.1 c) 














BROXIL] 


can now be given as SYRUP. 
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- readily accepted and palatable 


presentation giving 


the rapidly attained 
high-peak blood levels 


characteristic of Broxil. 


Supplied as a powder for preparation of 60 cc. aqueous solution containing 
125 mg. Broxil per 5 cc. teaspoonful 


N.H.S. Price... 12/4 


a) 


i @ BEECHAM RESEARCH Laboratories Ltd... BRENTFORD, MIDDLESEX 
aa a 


ra & Telephone: |SLeworth 4 
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IMMEDIATE RELIEF 


OUTER LAYER: ISOPRENALINE 


LONG-LASTING EFFECT 


NUCLEUS: EPHEDRINE AND THEOPHYLLINE 


FOR ASTHMA 


DOUBLE-ACTION TABLETS 


Each tablet contains lsopropy!-Nor-Adrenaline (Isoprenaline) sulphate gr. }: 
Ephedrine hydrochior. gr. 2/5: Theophylline gr. 2. Packs of 20's & 100’s 


Samples and literature available on request to: 
SILTEN LTD - SILTEN HOUSE - HATFIELD - HERTS Hatfield 30/2 








Pustular skin 


conditions respond 


dramatically 


saazo Evramycin 




















Pustular acne and related skin disorders are often 

more embarrassing than discomforting conditions, particularly in 

your younger patients. Long-term measures such as diet and hygiene 
undoubtedly help, but to your patient the prime factor of 

psychological importance is the prompt reduction of disfiguring lesions. 


Many doctors have found recently that such prompt results 

can be achieved in a large percentage of patients. In skin infections 
where staphylococci are concerned Evramycin produces a dramatic 
response to treatment. 

Evramycin is the new antibiotic derivative, triacetyloleandomycin. 
With a bacterial spectrum comparable to penicillin and erythromycin, 
plus the advantage of activity against most otherwise resistant 

strains of staphylococci, Evramycin rapidly attains and maintains 
effective blood levels after oral administration. In capsule or palatable 
suspension form, it is readily acceptable to your patient. Moreover, 

it is well tolerated, for you will find that treatment with 

Evramycin is remarkably free from adverse reactions. 

When you prescribe Evramycin for your next patient with a pustular 
skin condition you can be confident that improvement will follow 

and that you have helped your patient along the path to a normal social 


life. Please write for detailed information now. 


Evramycin 


PACKS 
Bottles of 60 ml. suspension (125 mg. oleandomycin base per 5 ml.) 


Bottles of 12 and 100 capsules (250 mg. oleandomycin base) 


*trade mark LONDON 
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When anxiety adds 
to her problems 


It may be the exaggeration of a teenage tension or may be just 


the embarrassment of the spots and pimples of adolescence ; 
it may be premenstrual irritation or menstrual 
misery—whatever the issues that cloud her emotional 
judgement, Equanil will help your patient to view her life 


without the accompaniment of anxiety, worry and tension. 


Equanil is the safe, selective sedative— 


it relaxes both mind and muscle. 


quanil 


MEPROBAMATE 
Available as 400 mg. tablets. Bottles of 20 and 250. 
Equanil H.S. 200 mg. tablets. Bottles of 20 and 250. 


*trade mark 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
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THERAPEUTIC 


BLOOD LEVEL 








falapen 


REGD 


One tablet gives penicillin cover for twelve hours. 


When, as with penicillin, the therapeutic value of a drug is 
universally accepted, it is important that the drug be used 
in the most effective way. 

‘Falapen’ is a fast and long-acting oral form of penicillin G. 
It is specially formulated to give both an immediate and a 
prolonged action, 

The shell gives immediate release in the stomach. The core 
and its coating are specially processed to allow gradual 
release of penicillin on reaching the intestine. 

The basic cost to the NHS of daily ‘Falapen’ (two tablets) 


is less than Is. 2d. 


DOSE: one tablet every twelve hours, preferably before a meal. 
Each tablet contains 500,000 i.u. benzylpenicillin (PenicillinG B.P.) 


DUNCAN FLOCKHART OF EDINBURGH 


The Dow tors’ House 
DUNCAN, FLOCKHART & CO. LTD. EDINBURGH ll 
337 








when the diagnosis , chronic urinary infection... 


Mandelamine affords effective, economical, antibacterial 
control against a wide range of pathogens, and is 
safe for long-term therapy. 


MANDELAMINE HAFGRAMS 


safer than sulphonamides. se Oe 
cheaper than antibiotics. 


when the symptoms 
include severe pain 


. . . the specific analgesic action of 


PYRIDIUM is indicated. 


i ia 
A 
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Adcortyl-A spray e 


superior corticosteroid ‘instrument’ 


A convenient aerosol spray—for the treat- 

ment of dermatoses—particularly useful in 

acute, exudative, weeping lesions, or those 
involving extensive hairy and inaccessible 
areas. 

*provides potent topical anti-inflammatory, 
anti-allergic and antipruritic relief. 

*minimal local irritation and less chance 
of local contamination. 

*metabolic studies show electrolyte dis- 
turbance does not occur when Adcortyl- 
A is applied topically. 

*easy to apply, gives broad, even coverage, 
and permits observation of lesions as 
they heal. 

indications: Atopic dermatitis, contact 

dermatitis, eczematous dermatitis, neuro- 

dermatitis, seborrhoeic dermatitis, insect 
bites, pruritus ani and vulve, lichen 
simplex chronicus, exfoliative dermatitis, 


a 


stasis dermatitis, nummular eczema, 
sunburn. 

Administration: Apply the spray to the 
affected areas from a distance of 3 to 6 
inches, t.i.d. or q.i.d. A 3-second spray 
(delivering approximately 0.1 mg. of triam- 
cinolone acetonide) covers an area about 
the size of the hand. Cover the eyes when 
using Adcortyl-A Spray on or near the face, 
Supply: Adcortyl-A Spray in 50 Gm. 
containers of 3.3 mg. _ triamcinolone 
acetonide. Basic N.H.S. cost 10/4d. Also 
available — Adcortyl-A Ointment and 
Lotion with or without Graneodin. 


SQUIBB {i} 


A Century of Experience Builds Faith 


E R SQUIBB & SONS LTD 


Edwards Lane Speke Liverpool 24 
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in 
non-infected 
dermatoses 


for 
*S 
Cortril pray 
brand of hydrocortisone arge 
effective spray therapy areas 
Applies the full potency right on to the skin: does 
not sting, burn or irritate. Isn't tacky. Easy and 
convenient to use. Handling of tender fragile skin 
is avoided 
presentation: Piastic-coated botties containing 


100 mg. Cortril (hydrocortisone) 


Cortril Ointment 


brand of hydrocortisone 


superior topical ointment 
The most frequently indicated topica 
hydrocortisone preparation. Available in non-greasy 


or greasy base, effective in wet or dry lesions 


presentation: Non-greasy ointment 0:5 1°0 


and 2°5 Greasy ointment 1:0° and 2°5 


SCIENCE FOR THE WORLD’S WELL-BEING 


Pfizer Ltd - Folkestone - Kent *Trade Mark 21043755 














PER PHENAZING 


Alico: ‘Fentazin’ we 


. 








e patient more accessible 


contain 2mg., ym¢., or 8mg. perphenazine, in bottles 
FENTAZIN INJECTION Contains 5mg. perphenazine in 


‘of 5 and 100 ampoules of 1 c.c. 








YS LTD Bethnal Green London E 2 























“In general practice 


40°/,. of patients 


of functional 


1 tablet night and morning tor continuous control of symptoms 


have symptoms 


disorder...’’ 


Lancet (1958) 1, 525 


8 
JRetard 


SANDOZ 


disorders 





SS Rn NR PRET ELLE 





| 23 Great Castie Street 


London, W.1 












Pregnant or not 





WITH TWO TABLETS OF 


Primodos 


0.01 


G 





SCHERING A. G. BERLIN 








one 


Neo-NaClex 


Trade Mark 


Tablets of 25 and 5 mg bendrofluazide. 
Both in bottles of 25, 100 and 500 


@taxo LABORATORIES 





GLAXO INTRODUCE 
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one 
histry!l 
spansule 


capsule 


gives 12 hours’ 
relief from 
hay fever and 


other allergies 


SMITH KLINE & FRENCH LABORATORIES LTD, WELWYN GARDEN CITY, HERTS 
FORMULA: 2.5 mg. or 5m her ne hydrochlorid 


SH:PA7O (Col) 





faate) a — ¥ . 
lak=-Jealeloirololia 
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less time 
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es TABLETS 


Each tablet provides iron 25 mg. ca!c1um. 85 mg 











_ 
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ALIN ACID ADSORBENT 


Palatability—plus remarkable 
initial speed of action 








As a consequence of the wide and successful prescribing of DROXALIN TABLETs in gastric 
ulcer, hyperacidity and in sickness of pregnancy, a demand arose for a liquid version of the 
DROXALIN formula. Introduced in 1958 as DROXALIN GEL this liquid formulation already has made 
a high reputation and is now widely prescribed. proxaLan Get is remarkable in its initial 
speed of action. Over the first two minutes, it is as much as three times as effective as the 
most prescribed acid adsorbents—Aluminium-Hydroxide or a well prescribed mixture of 
Magnesium Trisilicate and Aluminium Hydroxide. This initial speed of action is a potent 
factor in the management of gastric pain. DROXALIN produces no acid rebound or other harmful 
side effects. The well known palatability of proxaLm tablets is maintained in the Gel. 


DROXALIN 


ACID ADSORBENT 





ACTIVE INGREDIENTS DOSAGE PACKS AND PRICES 
TABLETS. Dried Alum um Hyd TABLETS. |r castric uicer: 2 to TABLETS. 1 Hygienic film strips 
roxide Geil, B.P., 2.5 grair Mag tablet hewed, every 2 10 of 6, in cartons of 30 and dispensing 
nesium Trisilicate, B.P., 2.5 grains In hyperacidity and Sickness o packs of 504. Basic N.H.S. cost 2/2d 

Pregnan for 50 tabiets. 
ne teaspoonfu s } eo 
poe te am an , two teasocontuls half en he GEL. 8 oz. and 80 o7. bottles. Basic 
Hydroxide Ge! 8.P. (equivalent to mee peat as nec r N.H.S. cost 2/20 8 oz. bottle, 
5 grains Dried Alum 
Hydroxide Ge! B.P.) and 5 grains Pre cy 0 CLINICAL TRIAL SAMPLES 
Magnesium Trisilicate B.P as requir ON REQUEST TO: 


PHILLIPS SCOTT & TURNER LTD - 179 ACTON VALE, LONDON W3 














| @ Q dermato-five-toesis ? 


AMOXAL the 


penetrating - non-staining - non-irritating 
mildly analgesic - pleasant to use 





new potent antifungal 


in three presentations 

AMOXAL GEL especially for athlete’s foot and most other tinea infections. 
AMOXAL CREAM «; dry scaly lesions or large raw areas of skin. 

AMOXAL DUSTING POWDER antifungal and deodorant, for use with the GEL 


or CREAM, and to prevent re-infection from shoes and socks. 


Clinical samples and further information will be sent on request. 


AMOXAL GEL contains o-pentyloxybenzamide 2°, o-pentyloxyacetophenone 2% and salicylic acid 
1% in an alcohol gel base. AMOXAL CREAM contains the same ingredients in a cream base. AMOXAL 
Dustinc Powper contains o-pentyloxybenzamide 29% and hexachlorophane 0.5% in a puffer pack, 


The basic NHS cost of the 25 gramme pack of both Amoxal Gel and 
Amoxal Cream is 3/-, and that of the Amoxal Dusting Powder is 4/-; all subject to Purchase Tax. 
British Patent No. 726786 and applications Pending 25392/57, 1520/58, 12478/58 


Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY: HERTFORDSHIRE 
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The 12 hours sustained action of a single dose of ‘aSMAPAx’ 
brings relief to the asthmatic patient. Bronchodilatation 
provided by ‘ASMAPAX’ is particularly necessary at this 
time of year for the asthn.atic whose condition has an allergic 
origin, ensuring him a good night’s rest or a full day’s work. 
‘ASMAPAX’ has again proved its value in cases of chronic 


bronchitis during the past winter. 


DOSAGE: 
Adults: | or 2 tablets night or morning. Children: according to age. 


PACKS: Packs of 30 and 250 tablets. 
BASIC N.H.8. COST: 5/- for 30 tablets. 


LONG-ACTION * 


asmapax 


bonded ephedrine 
iS DESIGNED 


TO HELP DOCTORS 
LIKE YOU 


Commonweaith Resources for British Medicine 
ASPRO-NICHOLAS LIMITED 


Ethical Pharmaceutical Division - Siough - Bucks + England 
133 © regd. Wade mare 
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In every other respect a normal healthy child, 
he was never dry at night, with the result that he acquired, 


undeservedly, the label ‘di 


CONFIDENCE RESTORED... 


Now, with enuresis controlled by 
Di-Sipidin on strictly physiologi- 
cal lines, his previous shame and 
em sment are already forgot- 
ten and the world seems a much 
friendlier place. 


REFERENCES: BMJ (1956)1, 292. LANCET 
(1956) ii, 1834. LANCET (1955) i, 1228. BMJ 
(1955) 1, 1194. BMJ (1954) 1, 1038. BMJ 
(1954) 11, 1433. 


cult” 


INSUFFLATIONS 


FORMULA: Posterior Pituitary Powder 
standardised in terms of anti-diuretic 
units. Each capsule contains 30 anti- 
diuretic units in a specially prepared 
snuff base. 


PACKINGS: Capsules:—25, 100, 500. 
Outfit :—Di-Sipidin Insufflator and 
25 capsules 


PAINES & BYRNE LTD. PABYRN LABORATORIES. GREENFORD MIDDX. 
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phenylbutazone B.P.C, 50 mg. prednisone 1.25 mg.) 


Combined low-dosage 
antirheumatic 
Minimises risk 

of hormonal imbalance 


Availability (Basic N.H.S. prices) 
Containers of 30 ee es 10s. 8d. 
’ 150 oo oe 82. Od. 
500 oe ce T576. Od. 


Geigy Pharmaceutical 
Company Ltd. 
Wythenshawe, Manchester, 23 


PH 150 





For Busker or Banker and every patient who suffers from excess stomach acid, Gelusil 
is the antacid tablet that will adsorb more stomach acid than any other. 


GELUSIL ANTACID 


Gelusil is economical (basic N.H.S. cost 16 for 50 tablets). The Gelusil formula, aluminium hydroxide 4 gr. 


magnesium trisilicate 75 gr. (the combination advocated in the B.N.F. page 21) is available as tablets or suspension. 


s WILLIAM R. WARNER AND COMPANY LIMITED, EASTLEIGH, HAMPSHIRE 
: GE 463 





Hygroton 


Geigy 
/~ potent long-acting 


diuretic 


comfortable 
atient acceptable 


gentle action 


Hygroton is available in tablets containing 1-Oxo-3-(3’-sulphamoyl-4’- 
chloropheny!)-3-hydroxy-isoindoline 100 mg in containers of 15, 100, 500 


Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23 
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now 
‘ambramycin 
the 
British produced 
tetracycline 
with a 
world-wide 
reputation 
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@ The pure tetracycline 
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ae @ Fewer side effects 
ee | @ More stable 


m@ # Provides higher blood levels ‘ 
_and better C.S.F. penetration | 
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tetracycline 


‘ambramycin’ 
y 
Pneumococcus - Some Staphylococci 
Streptococcus 
. Gonococcus - Meningococcus 
CONTRA B. subtilis - Some clostridia 
H. influenzae - H. Pertussis ; 
Br. abortus - Rickettsiae - Shigella sonnei 
E. coli 


FEWER SIDE EFFECTS 

Side effects occur more frequently with oxytetracy 
WHAT DOCTORS SAY and hp he iiine soem a tr satri solid nga 

Tertbook of Medical Treatment, 7th ed.. p. 74. Livinest 

Edinburgh and London. (1958 


HIGHER BLOODLEVELS 


“It possesses certain advantags er the thers 
tetracycline and chlortetra line n particular that 
is more stable, less likely t produce toxi effect 


achieves a higher blood leve with the ame d 
Practitioner. 176. 29. (1956 


* Regd. Trade Mark 


now 
available 
ambramycin 
the 

new name 


in tetracycline 
therapy 


Each ‘Ambramycin’ capsule contains tetracycline hydrochloride 0.25 g. 
Average dose: 250 mg. every six hours. 


The chocolate-fiavourea oral suspension contains amphoteric tetracycline base 
equivalent to 25% tetracycline hydrochloride. 


Average daily dose for children: According to weight. 
BASIC NHS COST: 

16 capsules - 60 capsules 

Oral suspension in bottles of 60 ml 


Manufactured in England by Aspro-Nicholas Limited 
by arrangement with Lepetit S.p.A., Italy 


ASPRO-NICHOLAS LIMITED 
Ethical Pharmaceutical Division 
SLOUGH + BUCKS + ENGLAND 
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Ever-increasing range of Heinz Baby Foods 


provides variety and nourishment at crucial stage of baby's development 


In response to continued demand, more 
and more varieties are being added to 
the Heinz Baby Foods range, which 
now numbers 35 varieties. 

A total of 11 Junior Foods enables 
mothers of older babies to provide var- 
ied and nourishing dinners daily, with 
the minimum of fuss and bother. 


Just out! A valuable 
book on nutrition! 


An authoritative reference book on nu- 
trition in health and disease for physi- 
cians, dietitians, nurses and homeecono- 
mists, has just been published under the 
editorship of 6 eminent specialists in 
nutrition. 

Over 400 pages of text, charts, sam- 
ple diets and tables summarise up-to- 
date, accepted information in a clear 
and concise manner. 


Published by 
McGraw-Hill 
Publishing Co. 
Ltd. and available 
through any 
bookseller. 

Price 45/- 


H El NZ® savy Foods 
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NULACIN “has 


revolutionized the treatment 
of duodenal ulcer’ 


“This new method of the 
administration of antacids (Nulacin) 
has revolutionized the treatment of 
duodenal ulcer . . . milk drip is no longer 
part of our therapeutic stock in trade,” 


PROC. ROY. SOC. MED., December, 1958, 51, 1063 


Nou LACIN tablets, when allowed 
to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
They 
may be relied on to provide a treat- 


ridden and ambulant patient. 


ment for peptic ulcer as well as other 
conditions associated with gastric 
hyperacidity. 





Gaares Baw ret 





January, 


The safety and effectiveness of 
Nulacin therapy has been proven 
by “in vivo” clinical work carried 
out in many countries. References 
to this work include :— 

Current Status of the Medical Treat- 
ment of Peptic Ulcer, Med. Times, 
1958, I, 74 

Antacids, “4 Practitioner, January, 
1957, 178, 4 

Antacids ta Peptic Ulcer, The Prac- 
titioner, January, 1956, 176, 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract, 
Amer. 3. Gastro., December, 1956, 
26, 665 

Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
Amer. J. Dig. Dis., March, 1955, 225 
67-71 

ne of Peptic Ulceration in 
General Practice, Med. World, De- 
cember, 1954, 81, 591-601 

Clinical Investigation into the Action 
of Antacids, The Practitioner, July, 
1954, 173, 46 : 
Further Studies on the Reduction 
of Gastric Acidity, Brit. 
Med. 7., agrd January, 
19545 I, 1 83- 184 
Control of Gastric Acid- 
ity by a New Way of 
Antacid Administration, 
j. Lab. & Clin. Med., 
195) 42> 955 

The Effect on Gastric 
Acidity of ‘‘Nulacin” 
Tablets. Med. 7. Aust., 
28th November, 1953, 
2, 823-824 








Nulacin tablets have no B.P. equivalent. The Basic N.H.S. price of the 25 tablet tube is 2/-, 


Further information is available from : 
HORLICKS LIMITED . PHARMACEUTICAL DIVISION 


SLOUGH - BUCKS 
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decongestive 


mildly 


antiseptic 


ideal in 
conjunctival 
irritation 





fistributors: 
COATES & COOPERLTD. west prayton 
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The problems of normal workaday routine 
may often cause tension and anxiety 


‘DRINAMYL TABLETS 


give the patient a brighter outlook and 
help her to overcome these problems herself 


Each ‘Drinamyl’ tablet contains 
5 mg. ‘Dexedrine’ (dexamphetamine sulphate BP) 
and 32 mg. (gr. +) amylobarbitone 





Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


‘Dexedrine’ and ‘Drinamy!’ are trade marks DL:PA4e 
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PALFIUM for intractable pain 


(M.C.P.875) 
Singularly more effective and less toxic than 
morphine and equally effective by oral or parenteral 
routes. Does not cloud consciousness nor reduce 
mental activity. It does not cause constipation. 
“ fastest acting analgesic now available.” 

(Anesth. & Analg., 1959, 38, 14.) 








FEMERI By Se in primary dysmenorrhoea 


Specific uterine antispasmodic with effective 
analgesia. This combination of dibutamide with 
phenacetin, salicylamide and caffeine in FEMERITAL 
has given satisfactory response in over 75% of 
more than 1,000 cases in clinical trials. 

Free from side effects in the circulatory and 
gastro-intestinal systems. 


Bl SLU MINA EE dyspeptic pain 


A preparation containing an entirely new bismuth 
salt, the most efficient yet discovered for the 
treatment of peptic ulcer and allied dyspeptic 
disorders. 

Sustained antacid action and complete pepsin 
inactivation; provides rapid symptomatic relief 
and protection of the inflamed mucosa. 





r~ 





Further literature on these products gladly sent on request. 


M.C.P. Pure Drugs Ltd., 


STATION WHARF, ALPERTON, MIDDLESEX. TELEPHONE: WEMbiey 1191. 


























“‘BARBITURATE 
DEATHS 
INCREASING” 


Under this warning headline British Medical 
Journal, in an editorial of October 17th, 1959, 
draws attention to the increasing number of 
deaths by poisoning, once again emphasising 
“that barbiturates are the most prominent 
group of drugs causing these deaths.” How 
great the increase has been in recent years can 
be seen from the latest available figures, which 
show that 75%, of suicidal deaths due to drugs 
and 80%, of all accidental deaths by poisoning 
are caused by barbiturates. From these facts it 
is evident, the article concludes, that the bar- 


{ 
} 
| 
i 


biturates present a hazard that the existing pre- 
cautions against overdosing have not overcome 
and that “the increasing number of these deaths 
would suggest that something more is needed.” 

f 


‘DISTAVAL 
non-sansironi 
Brand of a-phthalimidoglutarimide (thalidomide) | 


(aly 


\ 





THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London, S.W.19 , 
Telephone : LIBerty 6600 


Owners of the trade mark ‘Distaval’ 








A SAFE 
ALTERNATIVE 


A letter to the British Medical Journal (October 
3rd, 1959) from a General Practitioner, suggests 
that the new non-barbituric drug ‘Distaval’ 
seems to be “‘a satisfactory sedative and hypno- 
tic in many patients” and that its use “might go 
a long way towards reducing the present annual 
mortality from overdoses of the central nervous 
system depressants currently prescribed.” In 
support of this view the writer gives the follow- 
ing case history: 

A 70-year-old man, suffering from insomnia 
associated with mild senile dementia, took 
twenty-one 100mg. tablets by mistake. No 
specific treatment was given, there was no vomit- 
ing or evidence of respiratory or cardiac depres- 
sion. After 12 hours apparently normal sleep the 
patient woke up, remaining a little drowsy for a 
further 24 hours. 

Since the introduction of ‘Distaval’ two years 
ago a number of reports have been received of 
cases of gross overdosing with similarly harm- 
less results. On the other hand, no severe toxic 


effects of any kind have been reported. 


SAFE and effective 


EDATIVE AND HYPNOTIC 


As a sedative ADULTS, one 25mg. tablet 2 or 3 times 
a day, INFANTS & CHILDREN, half to one 25mg 
tablet 1 to 3 times a day. 

As a hypnotic at bedtime, ADULTS 50mg. to 200mg 
INFANTS & CHILDREN ,25mg. to 100mg. 


PrPHae S98 
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the question of 
topical choice... 


in ear infections, ‘Otosporin’ for: 


rapid relief of inflammation and pain 
wide bactericidal action 


no cross-resistance or cross-sensitisation to other 
antibiotics 


‘Otosporin’ contains 5 mgm. neomycin sulphate, 10,000 units 
polymyxin B sulphate, and 5 mgm. hydrocortisone per c.c. of 
aqueous vehicle. Bottles of 5 c.c. with dropper. 


in skin infections, ‘Cortisporin’ for: 
rapid relief of inflammation and pain, with 
wide antibacterial activity 
negligible risk of skin sensitisation or bacterial 
resistance 


no cross-resistance or cross-sensitisation to other 
antibiotics 


‘Cortisporin’ Ointment contains 400 units zinc bacitracin, 5 mgm. 
neomycin sulphate, 5000 units polymyxin B sulphate, and 10 mgm. 
hydrocortisone per gm. of petrolatum base. 

Tubes of 10 gm. with nozzle. 


‘Cortisporin’ Lotion contains 5 mgm. neomycin sulphate, 10,000 
units polymyxin B sulphate, and 10 mgm. hydrocortisone per c.c. 
of aqueous base. Plastic squeeze-packs of 10 c.c. 


‘Otosporin:*.. 
drops 


‘Cortisporin... 
ointment or lotion 


val BURROUGHS WELLCOME &CO., LONDON 


(The Wellcome Foundation Ltd.) 








a new major tranquilliser... 











**Melleril has fewer side-effects Thioridazine hydrochloride 
than any other of the phenothiazine compounds 10 mg. 25 mg. 50 mg. 100 mg 


J. ment. Sci. (1960) 106 32 Bottles of 50 and 250 tablets 


l 
! 
I 
I 
I 
**Melleril is at least as effective ! 

in relieving psychiatric illness = 

as other drugs of its class eri 

On a milligram for milligram basis it has 
the same order of potency as chlorpromazine { 
In its low incidence of side-effects and toxicity ! SANDOZ 
I 


it is superior to all other tranquillising drugs tested.” 
J. Am med. A (1959) 170, 1283 


-.-.:in mental and emotional disturbance 
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For 
quick control 
of 
severe pain 


LOXENE’ 


TRADE MARK 








A potent new oral analgesic which, unlike codeine, has 
practically no constipating effect and does not give rise 
to nausea. ‘Doloxene’ is purely an analgesic—it has no 
antipyretic action, neither does it reduce inflammation. 
The use of ‘Doloxene’ in relief of pain in malignant 
disease will delay the necessity for morphine. 

No contra-indications or tolerance have been reported. 

The average adult dose is 32-65mg. three or four 
times daily 

*Pulvules’ ‘Doloxene’ are available in strengths of 32mg. 
and 65mg 


When pain is associated with inflammation or fever 


*DOLOXENE COMPOUND’ 


TRADE MARK 


combines the analgesic value of *‘Doloxene’ with the 
antipyretic and anti-inflammatory properties of the 
salicylates. It is highly effective in treating the pain 
associated with rheumatic diseases, fevers and migraine. 
The average adult dose is one or two ‘Pulvules’ taken 
three or four times daily 
Each capsule contains: 
*‘Doloxene’ 32mg 
Phenacetin 162mg 
Acetylsalicylic Acid 227me. 
Caffeine 32.4me. 





‘Doloxene’ brand dextropropoxyphene hydrochloride and *Doloxene Compound’ brand dextropropoxyphene 
and acetylsalicylic acid compound, are at present subject to the control of the Dangerous Drugs Act 


Lilty EL! LILLY AND COMPANY LIMITED 


BASINGSTOKE »- ENGLAND 
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THE MONTH 

Our symposium on ‘Diseases of the eye’ deals with both the old and the new. 
‘Conjunctivitis’, ‘Diseases of the lacrimal apparatus’, and “The clinical prob- 
lem of eyestrain’, the subjects of the first three articles, deal 

The with perennial problems which continually confront the 
Symposium practitioner. Trachoma, the oldest eye problem of all, is now 
entering an era when there are at last good grounds for hoping 

that it may be coming under control. The isolation of the causative virus 
opens up the intriguing possibility that it may be possible either to produce 
an efficient vaccine or at least discover a specific chemotherapeutic agent. 
Equally impressive have been the advances in corneal grafting and the 
evolution of visual aids for the pathological eye. As Mr. Rycroft points out, 
the family doctor has a double duty so far as corneal grafting is concerned. 
Not only is it necessary for him to know the type of case in which it is 
indicated, it is also his duty to do all he can to help in ensuring that an 


adequate supply of eyes is forthcoming to maintain the ‘eye banks’ which 
are so essential if all those requiring this form of treatment are to be able 
to obtain it. The final article on ‘Lighting and vision’ discusses modern 
views on a problem which has been the subject of much research during the 
last decade. Apart from anything else, it deals authoritatively and fully with 
many of the misconceptions that still persist among the public concerning 
fluorescent lighting. 


WHEN a distinguished American surgeon devotes a presidential address to 
‘Publicity, the public and the medical profession’, as George G. Finney 

(Ann. Surg., 1960, 151, 621) has just done, it is clear that 
Medical the subject is one which is vexing the minds of responsible 
Publicity members of the profession on the other side of the Atlantic. 

American methods of publicity tend to be more flamboyant 
than ours, but there are lessons to be learned from some of Finney’s 
criticisms if we are to avoid the more glaring defects to which he draws 
attention. In his opinion the most serious and devastating defect of medical 
publicity is the element of fear which it may produce. He quotes the classical 
example of the woman who is ‘unduly frightened because she believes she 
has a cancer of the breast, having read about it in the magazines, or heard 
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about it on the radio’. ‘Fortunately’, as Finney points out, at least half of 
these women have no abnormality whatsoever in the breast, and of those 
who do, ‘only a small percentage will prove to be malignant’, but ‘these 
facts are no solace to the patient whose imagination and fears have been 
stimulated by what she has read and heard’. 

Almost equally reprehensible is the type of article that takes the form of 
‘a glowing report of accomplishment in the search for a cure for cancer’. 
Granted that such an article is usually written by ‘an enthusiastic journalist 
whose judgment and sense of values is not adequate to the occasion’, but, 
according to Finney, ‘some of our own number are not blameless in this 
respect’. On rather a different level is the type of article which ‘indicates that 
the practice of medicine and surgery needs fundamental change and unless 
this takes place the individual patient will not receive adequate care’. 
Although such articles are often written by ‘self-appointed pseudo-medical 
authors’, and can ‘make a favourable climate in which the quack and char- 
latan flourish’, the medical profession must be careful in their condemnation 
lest they be accused of stifling legitimate criticism. Finney himself stresses 
that there must be no ‘censorship or suppression of facts’, but he is equally 
—and rightly—insistent that ‘our ethical standards must be above reproach 
in all matters, and that complete thought should be given, and discretion, 
as well as good taste, should be exercised, before we as surgeons speak for 
public consumption’. Restraint and a sense of responsibility are the only 
sure basis for medical publicity that will be to the benefit of the community. 


PaTIENTS talk glibly about ‘doctor’s orders’. Doctors, however, do not issue 
orders; they merely advise and it is for their patients to decide whether or 
not they accept the advice. There are, nevertheless, occasions 
Compulsory when compulsion is necessary for the sake of the community. 
Therapy Open pulmonary tuberculosis is a case in point, and section 
172 of the Public Health Act, 1936, provides powers for 
the compulsory admission of a tuberculous patient to hospital. To achieve 
this, application is made by the local authority to a magistrates’ court, which 
must be satisfied on four counts: (a) that the person is in an infectious state; 
(b) that his circumstances are such that proper precautions to prevent the 
spread of infection are not being, or cannot be, taken; (c) that serious risk 
of infection is thereby caused to other persons; (d) that accommodation for 
him (or her) is available in a suitable hospital or institution. 

As J. B. Meredith Davies and F. R. Howell (Med. Offr, 1960, 103, 281) 
point out, compulsory admission of a tuberculous patient to hospital under 
these powers ‘rarely occurs’, but their review of seven patients who have been 
dealt with in this way in Liverpool during the last two years provides ample 
evidence of the value of these powers when used with discrimination and in 
the right type of case. Typical of the cases they describe is the 31-year-old 
married woman, with bilateral disease and positive sputum, who lived with 
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her husband and four of her nine children (aged three to ten years) in two 
cellars and two attic bedrooms, all in very bad repair. Between October 
and December 6, 1959, she was in three different hospitals, for periods 
varying from a week to a fortnight, in each case finally discharging herself. 
She was compulsorily admitted to hospital on December 17, walked out on 
Boxing Day but returned of her own volition two days later. ‘Since then she 
has settled down and is now making satisfactory progress’. Reluctant though 
any doctor must be to use legal compulsion, it is clear that in cases such as 
this legal powers must be available as a last resort. An interesting point 
brought out in this report is that in the majority of cases ‘it was the fear of 
the patient to face up to the problem of tuberculosis that led him to resist 
admission and treatment. Compulsory admission broke this vicious circle 
and consequently the patient in the end was very glad that the admission had 
been forced upon him’. 


‘NATURE'S most mysterious gift to Beauty’, according to Which? (March 
1960, p. 56), is how one advertisement describes royal jelly. In the more 

plebeian language of A. D. Dayan (7. Pharm. (Lond.), 1960, 12, 
Royal 377), it ‘is a milky white highly viscous secretion from the paired 
Jelly salivary glands of the worker (western) honey bee (Apis mellifera 

L.). For the first three days of life it is the sole food of all bee 
larve. After three days, future worker bees are weaned on to honey and 
nectar, while the future queens continue to be fed on royal jelly, which is in 
some way responsible for their development into mature female insects’. 
As Dayan’s review of the subject shows, its composition is not yet com- 
pletely known and its biological effects are disputed. This latter state of 
affairs may well be due to the fact that it rapidly undergoes changes in 
storage. It has been shown, for instance, that the antibiotic and hyper- 
glycemic effects it has been shown to produce are only demonstrable after 
it has been stored for some hours, and it is a well-attested fact that in the 
laboratory, queen bees can be reared from larve only if they are fed on 
jelly which is not more than two hours old. 

Because queen bees live considerably longer than workers, many attempts 
have been made to isolate ‘longevity factors’ from royal jelly in an attempt 
to justify the claim that it reverses the ageing process. One much quoted 
experiment is that in which it was shown that Drosophila flies fed on a 
diet with added royal jelly lived longer (17 days) than those on a ‘normal’ 
diet (13 days). Royal jelly, however, contains a relatively large amount 
of pantothenic acid, and it was found that if extra pantothenic acid was 
added to the ‘normal’ diet the differences in survival disappear. The much 
more likely explanation for the greater life span of the queen bee is her low 
energy expenditure. So far as animal experiments are concerned, there is 
no evidence that it affects growth, longevity or fertility. Taken all in all 
therefore, Dayan would appear to be fully justified in his conclusions that, 
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so far as the claims for therapeutic efficacy are concerned, ‘it seems likely 
that the novelty of the treatment and not the substance itself has been 
responsible for whatever successes it has had’. 


One of the many possible peaceful uses of atomic energy is the preservation 
of food. As F. J. Ley, of the Isotope Research Division of the United 
Kingdom Atomic Energy Authority, has recently pointed out 
Irradiation (Public Health, 1960, 74, 231), the property which makes 
of Food ionizing radiations so valuable in this respect is ‘their ability 
to penetrate through normal packaging materials and to 
eliminate bacteria, yeasts, moulds, insect pests and parasites, at doses 
which cause a negligible rise in temperature’. Many practical problems, 
however, have been encountered in the attempt to translate these theoretical 
advantages into practical terms. The main one is concerned with the odour 
and flavour changes induced in the majority of foodstuffs by irradiation. 
For instance, to ensure destruction of the most resistant of food con- 
taminants—Cl. botulinum—a dose of 5 million rad is required. This rela- 
tively high level of radiation induces protein degradation and fat oxidation, 
and a ‘complex mixture of new compounds’ is formed which renders the 
food ‘quite unpalatable’. 

Fortunately, lower levels of radiation may prove of considerable value. 
Thus, levels as low as 10,000 rad can be used for disinfestation of insect 
pests in bulk stored grain, or for the prevention of sprouting in stored root 
crops such as potatoes and onions. One of the first practical applications 
may be in the treatment of frozen whole egg, to eliminate Salmonella. 
According to Ley, there is definitely no danger of inducing any radio- 
activity and ‘evidence accumulating from strictly controlled experiments 
using monkeys, dogs, rats, mice and guinea-pigs points to the fact that 
irradiated food is harmless’, and he expresses the view that ‘it is expected 
that within several years irradiated food will be passed for human con- 
sumption’. 


THE response to the setting up of The Practitioner group of the British 
United Provident Association has provided ample evidence that there was 
a genuine demand for such a scheme whereby practitioners 
‘The could cover themselves and their families for sickness 
Practitioner’ benefit. For the sake of those of our readers in the United 
and B.U.P.A. Kingdom who have not yet joined the Group, and who may 
have mislaid the original leaflet, another leaflet is enclosed 
in this issue. The basis of the Group, of course, is that subscribers to The 
Practitioner can register with the Association for sickness benefit, for them- 
selves and their dependants, at a reduction of 20 per cent. in the standard 
premium for the particular policy which they wish to adopt. 








CONJUNCTIVITIS 


By GEORGE W. BLACK, M.B., F.R.C.S. 


Ophthalmic Surgeon, United Leeds Hospitals; Senior Lecturer in Ophthalmology, 
University of Leeds 


CONJUNCTIVITIS is usually a response of the conjunctiva of both eyes to 
infection and is characterized by injection of the eyes and discharge. The 
signs vary greatly in degree. Certain chronic cases show little more than 
follicular hypertrophy of the lower fornices with slight discharge. Others 
show intense injection and copious discharge. Some cases, however, are due 
to bacterial and other allergens, to traumatism, atmospheric irritants and 
radiation. 
THE RED EYE 

Conjunctivitis is a comparatively rare condition, but erroneous diagnosis of 
this condition is not so rare. It is probably the most common diagnosis made 
in general practice of an eye condition in which the most obvious sign is 
redness. The red eye is the most critical problem in the ophthalmology of 
general practice. It must be realized that the redness varies in degree from a 
dusky hue to a bright and striking scarlet. Close examination in daylight or 
with a pen torch is necessary with the lids well separated and, if possible, 
with the aid of a binocular magnifier fixed to a head-band. The same keen 
attention is required in the observation in turn of the various parts of the 
eyelids and the eye and notably the cornea. The redness may be due to the 
hyperemia of conjunctivitis or to some profoundly serious intra-ocular 
condition, such as iritis or acute glaucoma. Many cases have been labelled 
conjunctivitis in which the outcome has been blindness in the affected eye 
from glaucoma. It is therefore necessary to discuss the red eye before 
conjunctivitis, in its main groups, is considered. 

T ype of injection.—Conjunctival injection is bright-red and close inspection 
reveals a fine arborescence of vessels, many of which are not visible in a 
white eye. It is most marked in the conjunctival fornices and fades towards 
the margin of the cornea where the conjunctiva becomes very thin. A drop or 
two of adrenaline, 1:1000, causes blanching and disappearance of some of 
these vessels. Such hyperemia may arise from bacterial invasion of the con- 
junctiva by noxious organisms, or be due to vasodilator effects arising from 
inflammation of the inner eye, such as iritis from endogenous causes, or a 
condition of increased intra-ocular tension, or glaucoma, which is still of 
doubtful causation in many cases, but is sometimes related to interference 
with the free circulation of the aqueous humour within the eye, or in the 
aqueous or venous channels which drain the eye. 

In such intra-ocular conditions which carry the risk of permanent impair- 
ment of vision, the injection is not limited to the conjunctiva. The plexus of 
vessels in the ciliary region is also engorged and shows a striking difference 


July 1960. Vol. 185 (5) 





6 THE PRACTITIONER 


in colour and distribution from those of the conjunctiva. This plexus lies in 
the episclera and is derived from branches which stream forward from the 
extra-ocular muscles and, seen as it is through the conjunctiva which is 
translucent, this halo of injection around the cornea has a slightly purple 
tint and the pattern of individual vessels cannot be seen. In contrast to 
conjunctival hyperemia, ciliary injection is most marked near the corneal 
margin and its appearance is unaffected by adrenaline. It must be realized 
that a red eye is a blend of both types of injection, but emphasis upon one or 
other can usually be observed. 

Discharge.—This sign is of some importance. The character of the dis- 
charge has been used to describe the types of conjunctivitis, namely mucoid, 
muco-purulent and purulent, and it is as well to remember that discharge 
is a distinguishing feature of bacterial conjunctivitis. This may be seen in 
dried form as crusts on the eyelids, but the patient may have wiped his eyes 
free of discharge. The direct question should always be put to him as to 
whether his eyelids are glued together on waking. There is a pitfall to be 
borne in mind here. A purulent discharge from one eye, sometimes without 
any injection of the eye, may be due to a chronic infection of the lacrimal 
sac. In such a case pressure over the lacrimal sac is likely to produce re- 
gurgitation of pus welling up into the inner canthus. The discharge of 
conjunctivitis is almost invariably bilateral and when the disease has a 
unilateral origin, as in ophthalmia neonatorum, it rapidly spreads to the 
other eye. In the case of acute iritis and glaucoma, there is no true discharge 
and the lids are freely opened on waking. 

Vision.—In every case of a red eye a specific question should be asked 
regarding the state of vision. Patients do not always volunteer a statement of 
impaired vision and so fail to impress upon the doctor the most important 
effect of their illness. Having two eyes, they may be unaware of the deficiency 
of one and simple visual testing in the patient’s home with a chart and 
counting fingers shou!d be attempted. I have seen many red eyes which were 
blind at the first examination when neither doctor nor patient seemed aware 
of this. Usually the decrease in vision in an intra-ocular complaint is severe, 
but in an uncomplicated conjunctivitis the vision is unaffected. A red eye 
associated with impairment of vision therefore demands action to save the 
sight. 

Pain.—The character of the pain assists diagnosis. Pain in conjunctivitis 
is insignificant unless complicated by infiltration and ulceration of the 
cornea. Severe pain usually implies the threat or reality of iritis or glaucoma. 

The coexistence of abdominal symptoms and a red eye.-—Conjunctivitis rarely 
causes general symptoms. In certain cases there may be slight pyrexia and 
tenderness of the pre-auricular gland, but digestion and other functions are 
unaffected. A red eye associated with loss of appetite and nausea must be 
regarded as due to glaucoma until some other explanation is found. It is 
perhaps natural for the doctor faced with the red-eye-gastric syndrome 
to concentrate his attention upon the digestive disturbance, but he must 
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remember that red eyes, except those caused by conjunctivitis, nearly 
always lead to defective vision and even blindness unless correctly diagnosed 
and treated. It must also be remembered that the acute phase of pain and 
abdominal symptoms which occur at the onset of glaucoma is often of short 
duration, perhaps a day or two and, unfortunately, when relief comes the 
eye is irretrievably blind. 


THE IMPORTANCE OF EARLY DIAGNOSIS 

The time factor is also important in regard to treatment. If this is carried out 
without response, such as relief of pain, improvement of vision and reduction 
in discharge and injection within twenty-four hours, expert guidance should 
be obtained and the patient referred to hospital for instrumental diagnosis 
with slit lamp and gonioscope, for phased ascertainment of tension and 
necessary medication and operation. The ophthalmologist never fails to 
examine with his loupe and with impeccable attention the cornea in every 
eye that he examines because this structure constantly reveals the presence 
of intra-ocular disease. It must be examined under good illumination: when 
normal, its lustre and transparency are visible to the naked eye of the ob- 
server. In uncomplicated conjunctivitis the cornea is undimmed, but in iritis 
and glaucoma, due to edema, the cornea lacks lustre and, in states of high 
tension, becomes steamy. It is sometimes difficult with the naked eye to 
detect this all-important sign of corneal edema, but comparison with the 
other eye, about which there may be no complaint, will often enable the 
observer to note a marked difference in lustre of the two eyes. The cornea 
may show an opacity or ulcer from infection due to conjunctivitis. Such a 
complication alters the picture, causing pain, impairment of vision and toxic 
absorption leading to iritis. 

Normally, infection does not invade the intact cornea and doubtless some 
slight abrasion breaks the epithelial barrier to infection. In old subjects, 
however, it is probable that devitalized cornea in the region of the arcus 
senilis is invaded by common pathogens without injury. These corneal 
lesions are best shown by fluorescein drops which should belong to the 
armamentarium of every practitioner. A slight linear erosion over the grey 


arcus is not easily seen except by staining with fluorescein. 


ACUTE INFECTIVE CONJUNCTIVITIS 

The comparative rarity of this condition needs explanation. There seems no 
doubt that the tears play an important part and are probably the best eye 
lotion. In 1922, Fleming first observed the inhibitory effect of tears upon the 
growth of certain organisms and he named this antibiotic constituent 
lysozyme. When I met Fleming shortly before his death he said that he had 
desired for years to return to a study of this substance which is present in 
extracts of many animal and vegetable tissues. Ridley subsequently showed 
(1928) that whole tears are bactericidal to many strains of pathogenic 
staphylococci, streptococci and pneumococci, 
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Lotions which dilute the tears reduce their power to inhibit and destroy 
bacteria. Consequently, many conjunctival infections, even quite acute ones, 
are best left alone except for the occasional swabbing away of discharge from 
the angles and the lids with warm boiled water. The temptation to cover a 
discharging red eye with an impermeable pink celluloid shade or a pad must 
be resisted; instead, evaporation of the discharge should be encouraged by 
leaving the eye open to cooling and consequent inhibition of bacterial growth. 

In severe cases, however, regular instillation of antibiotics is necessary: 
used in the form of drops they are superior to ointments. The antibiotics 
are not inactivated by pus as are the sulphonamides. On account of its 
solubility, wide spectrum and range of effect upon a wide variety of organ- 
isms, penicillin remains the best at our command. Bacteriological smears 
are not usually taken in cases of conjunctivitis, but treatment is started with- 
out delay. When response to treatment is poor, or there is a tendency to 
corneal infection, careful bacteriological investigation is essential and the 
use of the most specific antibiotic. 

In the past, penicillin drops of a concentration of 2000 to 5000 units 
per ml., have commonly been used and these have generally been effective, 
but certain strains of Staphylococcus aureus have proved resistant and it is 
suggested that a concentration of at least 50,000 units per ml. should be 
used four-hourly for several days. A combination of 50,000 units of benzyl- 
penicillin per ml. with streptomycin, 50 mg. per ml., gives good results in 


many cases. 
In regard to the use of drops, it is far better for someone, not the patient, 


to insert them and this is certainly the case with old people who cannot 
effectively apply drops. The patient should look upward, with the lids, if 
necessary, held apart, and the solution allowed to permeate the surface for a 
minute. This treatment should be repeated several times during five minutes. 
Absorption is by diffusion, is very rapid and affects the whole conjunctiva 
and deeper tissues. After the initial concentration of the antibiotic in some 
depth with the formation of a ‘penicillin sponge’, as described by Ridley 
(1958), it is sufficient for the drops to be repeated every four hours to main- 
tain a bactericidal concentration. From this ‘sponge’ the penicillin is 
eliminated in three ways: (1) via the blood vessels, (2) via the lymphatics, 
(3) by back diffusion into the conjunctival sac. It is to be noted that these 
antibiotics do not act upon resting bacteria. ‘The intervals between applica- 
tions of the drops are necessary to allow the bacteria to grow out and so 
become vulnerable to them. 

A word of warning is necessary here. In a population becoming increas- 
ingly sensitive to penicillin and other antibiotics, a small proportion of cases 
of edema and eczema of the eyelids will follow the topical use of these 
substances. ‘They should then be discontinued and the patient warned of the 
likelihood of severe general reactions after systemic use of these drugs. 

Of the other antibiotics, streptomycin can be used in high dilution, but is 
relatively ineffective against gram-positive bacteria; neomycin is useful for 
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Staphylococcus aureus, but ineffective against the streptococcus. Polymyxin 
has special value against the Ps. aeruginosa, that most destructive of 
organisms found in the conjunctival sac which can invade the cornea and 
cause blindness in a few days. 

Among the most common types of conjunctivitis are those which are 
precipitated by traumatism, such as foreign bodies, splashes of chemicals 
and dusty or fume-laden atmospheres. Minute epithelial damage of the 
cornea or conjunctiva allows the growth of organisms normally kept in check 
by the tears. In some 80 per cent. of smears of the normal conjunctiva 
organisms are found, many of them capable of producing severe inflamma- 
tion. The resistance of the conjunctiva may be reduced in old people, due 
in part to the not insignificant number of cases of senile atrophy of the 
lacrimal gland and consequent diminished tear flow. 


PRESENT OUTLOOK ON OPHTHALMIA NEONATORUM 

In the pre-antibiotic age I was a regular visitor to a maternity hospital to 
superintend the treatment of conjunctivitis of the newborn with all its 
attendant risk of corneal infection and blindness. I have not once been 
summoned during the past fifteen years. At this hospital the routine is 
efficient treatment of maternal discharges in the antenatal period and simple 
swabbing of the eyes at birth with sterile water and the use of sulphacetamide 
or penicillin drops when any discharge occurs. In the United States of 
America gonococcal conjunctivitis is still regarded as a hazard to the new- 
born, and the American Academy of Pediatrics (1958) recommends the 
continued use of 1 per cent. silver nitrate. In three main maternity centres 
in this country my inquiries have elicited that in all of them silver nitrate 
has been discarded in prophylaxis against this infection. 


ACUTE VIRAL CONJUNCTIVITIS 

The conjunctiva must be regarded as one of the portals of entry of systemic 
infection, especially of the viruses. Banks described infection across the 
intact conjunctiva and states that measles infection occurs more readily by 
this route than by the nose and throat. A few drops of measles convalescent 
serum into each eye within six hours of exposure will prevent infection. 

Virus infections of the cornea and conjunctiva are not infrequent. The 
conjunctival response is chiefly a hyperemia secondary to the more im- 
portant corneal infections and there is usually no appreciable discharge. 
Smear examinations of the conjunctiva are often negative suggesting that the 
viruses may inhibit bacterial growth. It is important to recognize the 
relatively invisible corneal component in comparison with the notable 
conjunctival infection. Diagnosis is greatly assisted by the use of fluorescein 
drops. These show a bright green arborescence known as a dendritic ulcer. 
This linear pattern arises from the confluence of herpetic vesicles and it may 
exist without appreciable infiltration of the cornea although there is likely 
to be some loss of lustre. In the course of a few days the stroma of the cornea 
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may become invaded producing a disciform keratitis which has a marked 


effect upon vision. 

In their early stages before there is a marked corneal dullness and visual 
defect, these cases are often vainly treated by antibiotic drops combined with 
cortisone and its derivatives. It must be understood that cortisone has a 
generally destructive effect upon those eye lesions considered to be of virus 
origin. This type of case, with injection and without discharge, which does 
not respond to expectant or simple measures in a few days, should be referred 
to the ophthalmologist who will paint the dendritic ulcer with tincture of 
iodine or pure phenol and probably prevent deeper invasion by the virus 
and the certainty of scarring and permanent effects upon vision. 

There is a number of virus infections of the conjunctiva associated with a 
widespread systemic effect. These include adenoidal pharyngeal conjunc- 
tival inflammation (A.P.C.) of virus origin. This is an acute conjunctivitis 
and pharyngitis with a catarrhal discharge and follicle formation. It occurs in 
children and usually runs a benign course. It is the exception in which 
cortisone may have a favourable effect. Reiter’s disease is another example: 
it may be due to a virus and presents as a non-specific urethritis, arthritis 
and conjunctivitis. 

Relief from ocular virus infections must largely depend upon the develop- 
ment of natural immunity and it appears that viruses may remain indefinitely 
in a latent form in such tissues as the cornea, and lead to repeated recurrence 
of inflammation. 

ALLERGIC CONJUNCTIVITIS 

The conjunctiva may develop sensitization to local agents, such as dusts, 
pollen, hair, and to bacterial toxins elaborated locally and elsewhere, for 
example, oral and tonsillar infection, and to drugs such as penicillin and 
atropine. The latter is capable of producing a severe eczema of the eyelids 
and face. The symptoms of allergic conjunctivitis are slight, with itching, 
mild injection and watering, but no appreciable discharge. Treatment 
requires the discovery of the specific agent and its removal from the environ- 
ment. Antihistaminic drugs, such as ‘antistin privine’, may help as may 
steroid drops, but the latter can themselves cause ocular sensitization. 


SUMMARY 
Before it is regarded as a primary conjunctivitis the red eye must evoke the 
most critical appraisal in order to exclude intra-ocular disease. Uncompli- 
cated conjunctivitis is self-limiting and only rarely comes for treatment to 
the ophthalmologist, but the hyperemic eye due to iritis or glaucoma often 
confronts him with his most serious problems. 
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DISEASES OF THE LACRIMAL 
APPARATUS 
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Tue lacrimal system consists of two main parts: (1) the main lacrimal gland 
plus some accessory lacrimal glands; (2) the excretory apparatus which is 
made up of the lacrimal passages, consisting of the puncta lacrimalia, the 


canaliculi, the lacrimal sac and the naso-lacrimal duct. 

(1) The lacrimal glands lie in the upper outer part of the orbit and secrete 
tears into the lateral part of the upper fornix of the conjunctival sac. ‘The 
normal closure of the eyelids is from the outer to the inner side and so the 
tears are swept across a vital structure of the eye, the cornea. ‘These tears 
moisten and disinfect the cornea and conjunctiva and are mainly evaporated 
as they pass across these surfaces. Only a surfeit normally passes downwards 
into the nose. 

(2) The excretory apparatus.—On each eyelid about 6 millimetres from the 
medial canthus are situated the puncta which are two small openings, each 
situated on a small elevation. Each is surrounded by a ring of fibrous tissue 
and the orbicularis muscle which has a sphincteric action. From these open- 
ings the two canaliculi pass into the lacrimal sac. This sac lies in its own 
fossa which is formed by the lacrimal bone and the superior maxilla. ‘The 
sac is about 13 millimetres long and 6 millimetres wide. It is surrounded by 
the fibres of the orbicularis oculi. he naso-lacrimal duct passes downwards 
and slightly laterally in a bony canal and opens into the nose below the 
inferior turbinate bone. It is somewhat constricted where it joins the sac and 
it is at this point that an obstruction most commonly occurs. The amount of 
lacrimal secretion which is produced in the ordinary way is just sufficient to 
keep the eyeball moist, and is mainly lost by evaporation. It is only under 
reflex irritation, either psychical or peripheral, that an excess is secreted. If 


the excess is great tears may run on to the face. 


LACRIMATION 
Excessive secretion of tears, or lacrimation, may occur bilaterally in normal 
eyes under the influence of emotion or from exposure to bright lights, cold 
winds, smoke or irritable vapours. Individuals vary greatly, but some people 
appear to be definitely more sensitive than others. Unilateral lacrimation 
suggests some local irritant such as a foreign body, corneal ulcer or ingrowing 
eyelash, and in these cases it is essential to make a thorough examination so 
as to find the cause. If the eye is very sensitive it is best to instil a local 
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anzsthetic drop in order to carry out a careful examination. In a young 
child a general anzsthetic may have to be employed. If the history suggests 
the possibility of an intra-ocular foreign body an x-ray examination should 
be carried out. As the cornea is one of the most sensitive organs in the whole 
body any local abrasion or superficial ulceration will cause a great deal of 
lacrimation and irritation. These lesions can be difficult to detect, but a drop 
of fluorescein is a valuable aid to diagnosis as the involved corneal area 
becomes stained. The upper lid should always be everted as small foreign 
bodies have a habit of lodging in the upper fornix. 


DISEASES OF THE LACRIMAL GLAND 

These are not very common, but a dacryoadenitis can occasionally occur. 
One gets the ordinary inflammatory reaction, and pain and local swelling 
above the lateral canthus with some redness and congestion of the conjunc- 
tiva. The gland is usually easily palpable and somewhat tender. Usually the 
use of systemic antibiotics, plus local heat, will cause resolution, although 
occasionally suppuration may occur and the pus may have to be evacuated. 

The commonest tumour of the lacrimal gland is a mixed cell one. It will 
tend to displace the eyeball downwards, inwards and slightly forwards, and 
ocular movements may become defective, especially elevation outwards. 
These tumours should be removed, as if untreated they have rather a 
tendency to become malignant. Cystic swelling is a rare occurrence and is 
due to obstruction of one of the lacrimal ducts. It may have to be opened or 
possibly dissected out. 


DRYNESS OF THE EYE 

The so-called Sjogren’s syndrome is a failure of secretion of the lacrimal, 
salivary and mucous glands of the upper respiratory tract. It is seen almost 
exclusively in women over forty years of age and is accompanied by poly- 
arthritis. Of slow and insidious onset it is usually bilateral and the ca-ise 
is unknown. Being of a degenerative nature treatment is difficult and often 
unsatisfactory. Possibly the best local treatment is saline washes and oily 
drops to protect the cornea as much as possible. Treatment with vitamins 
and with hormones has been tried but with somewhat disappointing results. 

Mikulicz’s syndrome is a chronic insidious bilateral enlargement of the 
lacrimal and parotid glands. It is chronic inflammatory in origin but the 
cause is unknown. It may advance slowly, remain stationary for a long time, 
and occasionally resolution occurs. 


EPIPHORA 
Epiphora is the imperfect drainage of tears through the lacrimal passages 
with the result that tears fall over the lid-margin on to the cheek. It will be 
noted that this is in contradistinction to lacrimation which means the 
excessive secretion of tears. The main causes of epiphora are:— 





DISEASES OF THE LACRIMAL APPARATUS 13 


(1) The puncta may be misplaced or occluded so that the tears cannot enter 
the passages. Occlusion of the upper punctum or canaliculus is of little 
moment as with the erect posture of humans tears rarely pass that way. On 
the other hand slight eversion of the lower punctum means that the process 
of fluid intake by capillarity is upset as the lid is not in contact with the 
opposing globe. The causes of this eversion may be due to senile laxity of the 
eyelids, chronic conjunctivitis, chronic blepharitis or ectropion. In the 
senile type in the early stage considerable help may be given to the patient by 
instructing him to mop the offending tear away in an upward direction. 
Mopping the lid downwards will only tend to aggravate the existing eversion. 
More radical treatment consists in the minor surgical procedure of slitting 
the posterior wall of the punctum and canaliculus so as to leave an open 
gutter into which the tears can flow. If chronic blepharitis or conjunctivitis 
is present the lesion must be treated according to ordinary principles. 
Ectropion due to facial nerve weakness or paralysis will probably require 
some plastic surgical procedure before relief can be obtained. 

(z) The nose may be obstructed. There is a valve at the lower end of the 
lacrimal duct which guards it from the nose. If for any reason the nasal 
airway is grossly blocked—by nasal polypi, a twisted septal cartilage or 
other reasons—the final outflow of tears may be impeded. 

(3) The passages may be functionally inefficient (insufficiency of the 
lacrimal sac). The orbicularis oculi muscle, being the main sphincter muscle 
of the lids, naturally plays an important part in the correct disposal of tears. 
A weakness or paresis of the muscle may well stop its driving and suction 
action which normally assists the tears across the cornea and along the 
lacrimal passages. This slight insufficiency of the lacrimal passages will 
mean that a slight lacrimation from whatever cause may result in an overflow 
of tears. 

(4) A facial injury may cause the lower canaliculus to be completely 
severed. In such an injury it is important to try and unite the cut ends of the 
canaliculus as soon as possible. Failure to do so will allow the wound 
to be filled with scar tissue and complete obstruction may result. The distal 
cut end is easily found by passing a probe via the punctum along the canali- 
culus to the severed point. Finding the proximal cut end, however, is a 
different proposition. With time on one’s side one may find the opening and 
then careful suturing, plus leaving a probe or polythene tube in the joined 
ends of the canaliculus, may cause it to remain patent. Often, however, some 
plastic repair operation may be necessary at a later date. Results are some- 
what variable, probably depending a great deal upon the experience and 
skill of the surgeon. 

(5) The passages may be blocked by some congenital or traumatic lesion, 
by inflammation, neoplasm or foreign body, but by far the commonest 
cause is an inflammatory fibrosis. Decryocystitis may be acute or chronic, 
the former showing all the typical signs of a localized inflammatory 
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swelling—pain, heat, redness and swelling, whilst the latter is evi- 
denced by epiphora and an occasional regurgence of pus from the lacrimal 


to the conjunctival sac. 


DACRYOCYSTITIS IN INFANTS 
In infants dacryocystitis is usually due to an imperfect canalization of the 
naso-lacrimal duct, is often unilateral and tends to clear up in a number of 
months. As tears are not secreted normally during the first four weeks of 
extra-uterine life, any discharge from a new-born baby’s eye should arouse 
suspicion of a blocked lacrimal passage. ‘There is often a slight distension of 
the lacrimal sac, and digital pressure over it will cause a sticky discharge to 
exude from the lower punctum. This will differentiate the lesion from a 
conjunctivitis. The initial treatment is to squeeze the contents of the lacrimal 
sac back into the conjunctival sac and then wash it away with some saline or 
boracic lotion. This should be done every time the baby is being fed. It is 
best to avoid the use of astringents or antibiotic drops unless some super- 
added infection is present. If there is no sign of improvement after several 
months then, under general anesthesia, the patency of the passage can be 
ascertained. This is done by dilating the punctum and inserting a lacrimal 
needle attached to a small syringe, into the canaliculus. Some fluid is then 
squeezed into the sac: if it gets through to the nose all is well, if not a probe 
may be passed into the nose. Personally I usually like to give nature a chance 
to open the passage for, say, six months before using probes which could 


cause false passages. 


CHRONIC DACRYOCYSTITIS 
In adults chronic dacryocystitis is rarely seen before middle life and a large 
proportion of cases occur in women. It is usually unilateral and the main 
symptom is a persistent watering and discharge. The differential diagnosis 
is from chronic conjunctivitis. In dacryocystitis digital pressure will usually 
reveal a slight swelling over the sac and mucus or muco-pus will exude 
from the punctum. To confirm the diagnosis the patency or otherwise of 
the lacrimal passages must be ascertained. This is done by syringing some 
fluid from a lacrimal syringe and cannula along the passages. A reflux of 
fluid via the superior punctum will show patent canaliculi and sac but a 
blocked naso-lacrimal duct. If no fluid will pass from the syringe, then the 
canaliculus must be blocked or the sac itself be fibrotic or obstructed. A 
clear passage of fluid into the nose will, of course, prove that the passage 
is patent. 

In the treatment of chronic dacryocystitis there are three factors to 
consider: (i) the severity of the lesion, (ii) the question of any intra-ocular 
operation being contemplated, (iii) the age of the patient. 

When the lesion is mild the epiphora can sometimes be relieved consider- 
ably by the use of astringent drops such as zinc sulphate (0.5 to 1 per cent.)— 
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a few minims of adrenaline, 1:1000, added to the drops will help the drying 
effect. If this proves to be ineffective the punctum and canaliculus should be 
dilated and the sac washed out. Sometimes a mild mucoid obstruction can 
be overcome in this way, or an edematous mucosa can be separated. It is 
worth while repeating this minor operation at, say, weekly intervals for a few 
weeks, always leaving some penicillin or other antibiotic solution in the sac. 
When it becomes clear that conservative measures are not sufficient then 
some operation will have to be considered. 

Dacryocysto-rhinostomy is an operation which aims at establishing a new 
passage from the lacrimal sac into the nose through the thin bony lamina 
that separates these structures. The lacrimal sac having been exposed by an 
external incision, a wide opening is made into the nose by removing the 
bony lacrimal fossa. The opposing nasal mucosa and sac mucosa are now 
slit vertically and the edges joined by sutures—anterior edge to anterior and 
posterior edge to posterior—the skin incision is then closed by sutures. 
Various modifications of this operation have been devised with the same 
basic principle, but in the hands of an experienced surgeon dacryocysto- 
rhinostomy is possibly the best. 

The operation of dacryocystectomy or removal of the tear sac has the 
advantage of being simple to perform. It is therefore the operation of choice 
in elderly or infirm people, or in cases in which much fibrous tissue is 
probably present from long-standing inflammation. By removing this cul- 
de-sac which usually contains muco-pus or pus, often pneumococcal, the 
conjunctiva is bound to become healthier. The patency of the lacrimal 
passages is not restored, but the removal of a constant source of infection 
and irritation helps considerably. Some epiphora may remain, but to a 
lesser degree, and the infective element is more or less eliminated. This latter 
point is of great importance when any intra-ocular operative measure is 
contemplated. No surgeon would dream of opening an eyeball in the presence 
of conjunctival infection as the risk of any intra-ocular spread is far too great. 
One must also remember that sympathetic ophthalmia may result from 
perforating the globe with the surgeon’s knife as well as from external injury. 


ACUTE DACRYOCYSTITIS 
Acute dacryocystitis is not very common and is usually the result of an acute 
exacerbation of a long-standing chronic dacryocystitis. The pyogenic infec- 
tion may spread beyond the limits of the sac and give rise to an abscess. There 
is a painful red and tender swelling over the inner side of the nose at the 
inner canthus, so localized that the diagnosis is in little doubt. Usually there 
is copious cedema of the adjacent skin. The abscess may perforate the skin 
below the medial palpebral ligament with a resulting fistula. If the condition 
is seen at an early stage intensive systemic antibiotic treatment may obtain 
resolution. On the other hand, if the infection is well advanced it is better 
to avoid antibiotics and use local heat and sedatives until the abscess localizes, 
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when it may be opened. Local and general antibiotic therapy may then be 
employed to hasten resolution. It is important not to be caught half way 
between resolution and suppuration as the lesion will take much longer to 
clear up. When the acute lesion has subsided the tear sac should be dissected 
out and any fistula excised. 

A mucocele of the lacrimal sac may develop when the infecting organism 
has not been severe enough to cause acute exacerbations. A chronically thick 
and distended sac forms a visible swelling under the skin which may reach 
a relatively large size. ‘The contents of the sac are often sterile and often 
firm digital pressure will force them either back through the canaliculi or 
down into the nose. If the condition keeps recurring in spite of conservative 
treatment then an operation will become necessary to maintain the patency 
of the naso-lacrimal passages. 


TUMOURS OF THE LACRIMAL SAC 

Primary tumours of the lacrimal sac occur infrequently but of these car- 
cinoma and sarcoma are by far the most common. With Dr. W. L. Roberts, 
of the United States, who was stationed in Belfast at the time, I reported in 
the British Fournal of Ophthalmology the only case of primary carcinoma of 
the lacrimal sac that I have seen. When first seen there was a firm slightly 
tender mass about the size of a bean in the region of the right tear sac. An 
attempt to irrigate the lacrimal passages showed complete obstruction and an 
examination of the nose showed it to be quite clear. About a month later, 
however, a bloody nasal discharge aroused our suspicions, especially as there 
was considerable increase of the swelling over the sac. The nose now showed 
a granular mass in the region of the middle turbinate. A biopsy was per- 
formed on a piece of diseased nasal tissue, with inconclusive results. It was 
decided, however, to do a complete removal of the tear sac and tumour mass. 
At the same time the middle turbinate and diseased nasal area were removed. 
The histological report revealed a carcinoma similar to an oat-cell carcinoma 
of the lung. Radium was inserted and the subsequent postoperative course 
was uneventful. Six months later the scar over the sac was healthy and the 
nose revealed a normal mucous membrane. 


“CROCODILE TEARS’ 

Finally there are tears which are not due to a lesion of the lacrimal glands or 
excretory apparatus. A rare condition occurs during the stage of recovery of 
a facial nerve palsy due to a lesion in the neighbourhood of the geniculate 
ganglion. During the eating of food one finds copious tears coming from the 
eye on the paralysed side. ‘These tears are sometimes called ‘crocodile tears’, 
no doubt due to the fact that crocodiles are said to weep tears over their 
victims before devouring them. The term ‘crocodile tears’, however, is 
usually applied to false or affected tears without an emotional basis. 





THE CLINICAL PROBLEM OF 
“EYESTRAIN’ 
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THE first and perhaps the most difficult problem is that of definition, since 
‘eyestrain’ is in no sense a definite clinical entity. In health the use of the 
eyes ought, and is expected, to be a subconscious function not attended by 
any sense of effort; the patient who experiences symptoms when using his 
eyes, difficulty in focusing, blurring of vision, headaches, inability to com- 
prehend what he is reading, and a host of others, groups the whole lot as 
eyestrain, whatever be their cause. It may help understanding of the subject 
if we accept his viewpoint and take as a tentative working definition of eye- 
strain that it comprises a group of symptoms arising from the striving of the 
visual function to achieve the standard of perfection demanded by the individual 
concerned. In these terms it is to some extent a subjective matter, ranges far 
wider than the orbital contents and may include the difficulties occasioned 
by actual disease. 
THE FUNCTION OF VISION 

It may help at this point to break down the function of vision into its 
complex and interrelated parts: 


(1) Each eye sufficiently perfect optically to form clear, sharply defined retinal 
images. 

(2) The mechanism of accommodation automatically adjusting the focus to any 
required range. 

(3) Binocular vision: the coordination of ocular movements so that each eye is 
directed at the same point at any range and in any part of the visual field. 

(4) The pupils, adjusting the amount of light entering the eye to keep it within 
comfortable and, so far as possible, effective limits. 

(5) The receptor and transmission mechanism, starting with the rods and cones 
and passing via the complex retinal structure, the optic nerves, chiasma, tracts and 
optic radiations to the occipital cortex in which sensory impressions from the 
corresponding half-fields of each eye are fused to form a composite picture. 

(6) The so far unknown processes by which visual stimuli are sublimated into 
perceptual judgments, integrated with other sensory impressions, compared with 
the stored information of memory, and so enter into useful consciousness. 

(7) External influences: illumination, the nature of the work done, its strangeness 
or familiarity, and other similar factors. 

(8) Finally, neither the eyes nor the visual function as a whole can be considered 
as dissociated from the rest of the body. Physical and, perhaps even more important, 
psychological factors must by no means be left out of account; unfortunately they 
often are. 


Anatomical, physiological, pathological and psychological disturbances of 


any part of the visual mechanism and pathway, external factors, disease in 
the body itself even though it does not directly affect the nervous pathways 
of vision, and drugs of various kinds—any of these may interrupt the smooth 
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working symptomless efficiency of vision and, depending upon the individual 
standard set, will give rise to more or Jess trouble interpreted by the patient 
as eyestrain. It is perhaps an unfortunate term suggesting as it may well do 
to the lay mind that the trouble arises wholly in the eyes and that it can be 
cured simply and completely by suitable spectacles, lotions or drops, or 
some eye exercises. Our place is to analyse symptoms, diagnose their cause, 
rectify what we can—fortunately in most cases sufficient to make life com- 
fortable again—and in those cases not susceptible to cure or alleviation by 
physical means to explain the source of the difficulties and advise the patient 
how best to recast his activities so that he can live within his limitations as 
philosophically as he can. 
SYMPTOMATOLOGY 

Visual symptoms.—Complaints of misty vision, blurring, transitory dip- 
lopia and inability to read or concentrate on a distant object for any length 
of time are common. Simple tests of visual acuity with or without glasses, 
for near and distance, provide a thoroughly unreliable guide. At the time of 
testing the patient may have perfect vision achieved at the expense of over- 
working his accommodative mechanism or his extra-ocular muscles; when 
he is tired they may relax, perhaps only momentarily, causing his symptoms. 
Again vision may be perfect at the level of interpretation of simple symbols, 
reading letters on a test chart at a distance, or simple sentences in small 
print; the trouble may arise at the break-through at visuo-psychic level. The 
patient cannot decide for himself whether it is his sight or his concentration 
which is at fault and perhaps naturally blames his eyes. 

Ocular symptoms.—Most of us are familiar with these from personal 
experience. Subjectively the eyes feel hot, tired and uncomfortable, 
especially after long periods of work; there is a tendency to rub the eyes, 
providing temporary relief; if work is persisted in the discomfort gives 
place to a feeling of strain or even of actual pain in the eyes, orbits or head. 
Objectively these symptoms may or may not be associated with physical 
signs such as conjunctival congestion, watering of the eyes, and occasional 
frank conjunctivitis with mucoid discharge, or blepharitis with redness and 
scaling or crusting of the lid margins. The presence of definite signs such as 
these suggests, broadly speaking, that the ocular symptoms have a physical 
basis, such as an error of refraction, weakness of accommodation or an 
anomaly of binocular vision; conversely their absence suggests, again as a 
generalization, that the symptoms are due to fatigue at interpretive levels or 
to psychological causes. 

Referred symptoms.—Of these the main and obvious one is headache. 
Eyestrain is certainly the commonest single cause of headache, which itself 
is probably the commonest symptom of eyestrain, but unfortunately there 
are no clear-cut descriptive features by which the headaches of ocular or 
visual origin can be easily differentiated from those due to other causes. A 
clear history of association of headaches with use of the eyes can often be 
obtained ; this is a valuable pointer—in fact the only useful one since neither 
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in type, severity, distribution nor time of onset does the headache of eye- 
strain conform to any fixed pattern. Headaches, often hemicranial, arising 
in the evening after a day’s work, in people of middle age and upwards, and 
associated with slight blurring of vision and the seeing of coloured haloes 
around lights should, however, arouse the suspicion of attacks of subacute 
glaucoma; such cases are often investigated and treated for long periods 
before the correct diagnosis is made. In patients complaining of headaches, 
the only rational course may well be to obtain an expert assessment of the 
ocular and visual function in all cases in which their cause is not obvious 
from other points in the history or findings on clinical examination, 

Of other referred symptoms, vertigo may arise in the eyes, usually from 
disturbances of binocular coordination. Conditions such as migraine, gastric 
disturbances and facial tics are occasionally, but all too rarely, cured by the 
correction of refractive errors or anomalies of muscle balance. 

Functional symptoms.—It is well recognized that these occur commonly 
as referred manifestations of psychological instability or emotional mal- 
adjustment without there being necessarily any abnormal findings in the 
visual apparatus. At the same time it must be remembered that in unstable 
individuals the addition of some even quite minor physical disability, such 
as a refractive error, or anomaly of muscle balance, to their psychological 
difficulties may serve to concentrate their symptoms in their visual function 
and provide the last straw which brings about a complete breakdown. 

Functional symptoms include inability to use the eyes for any length of 
time, fading of vision even to the point of complete amaurosis, spots in 
front of the eyes, intolerance to light and quite unnecessary addiction to 
dark glasses, the wearing of spectacles the lenses of which are so weak that 
they are no more than either ornamental or something to hide behind, and, 
of course, headache. The last is usually of bizarre type—constricting bands, 
nails being driven in, the head opening and shutting and the like—discussed 
usually with far less emotion than one would expect in the graphic descrip- 
tion of such refined tortures. In patients of this type optical errors and 
muscle anomalies should certainly be corrected with meticulous care, but 
if this is all that is done any relief that is obtained is likely to be merely 
temporary. The basic trouble is the abnormal state of mind and, unless 
attention be directed to this, symptoms will recur, possibly in an aggravated 
form, in the eyes or elsewhere. 

DIAGNOSIS 
In patients in whom complaints are clearly referred to the eyes or to the use 
thereof, this is a simple matter and resolves itself into analysing the cause 
of symptoms. In others, however, in whom the symptoms are referred and 
in whom vision subjectively and objectively appears perfect, diagnosis may 
be a matter of some difficulty, or even of exclusion, the eyes and the visual 
function often being thought of as a last resort. In the investigation of 
patients in whom eyestrain is suspected expert ophthalmological, or, in 
obviously straightforward cases such as refractive errors or presbyopia, 
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optical examination is essential, but in a substantial proportion the findings 
on ocular examination will have to be considered in relation to other cir- 
cumstances—the patient’s general physical and psychological health and his 
conditions of work——before their real importance can be assessed. In the 
majority of cases the provision of relief will be a simple matter (by spectacles 
and the like) but the answer is by no means always in the province of the 
oculist. 
PRESBYOPIA 

To all intents and purposes presbyopia is universal and is due to the gradual 
hardening of the lens which normally takes place with age. In the normal 
eye in youth the range of accommodation is almost infinite and vision is 
clear at all ranges from infinity to within a few centimetres of the eye. With 
sclerosis of the lens the near point gradually recedes and at about the age of 
45 years, or earlier in coloured races, it becomes difficult to focus at a com- 
fortable reading distance, especially if the print is small, the light is poor, or 
the patient is tired. Threading needles and reading Stock Exchange quota- 
tions or telephone numbers are usually the first noticed difficulties and the 
patient may have headaches, frontal or occipital and occurring usually in 
the evening or present on waking in the morning, especially after doing 
much close work the night before. Presbyopia occurs equally when glasses 
are worn: myopes will find that they can read more easily if they take their 
spectacles off while hypermetropes will need a stronger correction for close 
work. It not infrequently happens that too strong a correction is given for 
close work, the eyes do not appreciate this and the patient develops a new 
set of symptoms: although with his glasses he finds he can read the smallest 
print with great ease, after wearing them for some minutes his eyes feel as 
though they are being pulled out of his head. This is due to disturbing the 
balance between his convergence and such accommodation as he has left. 

Accommodative difficulties with these symptoms may occur in two 
common medical conditions, especially in the 30-55 age-group. In un- 
controlled diabetes mellitus the refraction tends to become myopic making 
reading easier; with control by treatment the eye becomes more hyper- 
metropic and close work may be found difficult, either unaided or with the 
spectacles the patient already has. In hypertensives treated with the 
ganglion-blocking agents—the quaternary ammonium compounds (e.g. 
pentamethonium, hexamethonium, pentolinium) and the secondary and 
tertiary amines (e.g. mecamylamine, pempidine)—the mechanism of ac- 
commodation is weakened through the action of these drugs on the para- 
sympathetic ganglia and similar symptoms arise. In either type of case the 
visual difficulties may give rise to unjustified fears of retinopathy, but they 
are easily overcome by suitable glasses, the need for which may be only 
temporary. 

ERRORS OF REFRACTION 

The effect of these is usually paradoxical in that uncorrected small anomalies 
may give rise to more troublesome symptoms than large ones. The explana- 
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tion of this apparent antinomy is that large errors cannot be compensated for 
by any action of the ciliary muscle, which gives up the unequal struggle at 
an early stage or even without trying, so that the patient’s only complaint 
will be that he cannot see clearly. With relatively small errors vision will not 
be complained of and may be found normal on testing, but the ciliary muscle 
will perhaps be contracting more than it comfortably can: the eyes will half 
close to improve retinal definition, the brows will frown in concentration 
or the visual cortex may have to work overtime in interpreting the slightly 
defective but still serviceable images presented to it. In such cases the 
symptoms will fall into the visual, ocular and referred groups described 
earlier and, of course, be greatly augmented by those of functional type in 
patients with an unstable psychological background. 

It is interesting and again paradoxical that restoration of full visual acuity 
to patients, particularly myopes who have not been used to wearing their 
correction, is not always attended by that degree of gratitude and relief that 
those of us who have always been used to normal vision might expect. This 
is psychological : the myope, who finds he suddenly has to take in an amount 
of detail to which for years he has not been accustomed, is overwhelmed. 
The extreme example is the artist who, presented by spectacles with the 
world in its stark reality, realizes how ugly things really are in comparison 
with his mental or canvas images of them, and may be driven to the verge 
of suicide. 


ANOMALIES OF BINOCULAR VISION 
In these again it is paradoxical, but less surprising, that it is not the gross 


conditions which give rise to symptoms. In an obvious manifest squint 
(unless it be paralytic and acquired after youth) binocular vision has broken 
down and no muscular or cortical attempt is made to rectify the position. 
Certainly in these cases there may be symptoms but they are usually 
psychological, rationalized in relation to the cosmetic disability, and cured 
by successful surgical treatment. Definite physical symptoms arise from 
‘latent’ squint; a tendency to divergence, convergence, vertical deviation 
or weakness of convergence can be controlled by excessive effort on the part 
of the extra-ocular muscles and will not be obvious on superficial clinical 
examination. Symptoms are manifold: headache, mistiness of vision, tired- 
ness when reading, sometimes frank diplopia, and occasionally vertigo 
especially with latent vertical squints. 


ENVIRONMENTAL FACTORS 
Of these, illumination is obviously of paramount importance but, since’the 
relation between lighting and vision is discussed in another article in this 
issue (p. 47), it is unnecessary to elaborate it further here. The nature of 
the object to be regarded may also be included under this heading. If fine 
detail has to be resolved the natural tendency is to bring the object closer to 
the eye in order to enlarge the retinal image; even in completely normal 
healthy young eyes this may introduce accommodation-convergence 
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troubles. A similar tendency is found in those with decreased visual acuity 
when they try to read small print, and in the child concentrating earnestly 
on an unfamiliar task such as learning to read. Here also may be mentioned 
the strangeness or familiarity of the task to be done. Even though their 
concentration on it may not involve a tendency to hold the work close to the 
eyes, the young woman learning shorthand and the music student striving 
to interpret the printed notes through his fingers may complain bitterly of 
eyestrain which cannot in any way be related to an objective assessment of 
their visual function. 


PHYSICAL FACTORS 

From what has been said it will be clear that symptoms of eyestrain, in so 
far as they have a physical basis, are determined by muscular fatigue at eye 
level, and mental fatigue at visuo-psychic level. It is not surprising therefore 
that breaking point will be reached more readily in the feeble than in the 
robust and that illness, operation, overwork, lack of sleep, emotional upsets 
and many other factors may precipitate disharmony in a previously trouble- 
free bodily function. Under this heading may also be grouped the effects 
of disease affecting the visual pathways themselves. Corneal, lens and 
vitreous opacities, lesions of the retina and the visual pathways as far back 
as, and including, the occipital visual cortex may well affect the quality of 
the material presented for interpretation at visuo-psychic level. The brain 
may be able to carry on and allow its owner to see what he needs or wishes 
to see, but at the cost of inordinate concentration and effort liable sooner or 
later to break down. 


FUNCTIONAL FACTORS 

The importance of these and their interrelationship with physical factors 
in the manifestations of eyestrain have already been discussed. That some 
functional factor is present may well be suspected where the symptoms 
appear out of all proportion to the physical defect, if any, present. In the 
individual with an anxiety state ocular and visual symptoms can easily be 
magnified out of all proportion to their true physical significance. If, in such 
a case, the psychological factor is not recognized and dealt with-—explanation 
and reassurance are often adequate—and if the patient is allowed to drift 
from one oculist to the next, having fractional adjustments made to his 
glasses or being given some equally ineffective line of physical treatment, 
the result will be fixation of an ocular neurosis and the perpetuation of his 
visual disability. 

In view of the importance universally attached to the sense of sight 
amongst all classes and in all walks of life, in view of the dread of blindness, 
or even short of that, of visual disability with its threat of economic in- 
security and loss of the pleasures of reading and the visual arts, it is not in 
any way surprising that the incidence of a psychological overlay in visual 
symptoms, whatever be their cause, is at least as high as, and probably 
higher than, in any other branch of medicine. 
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THE PRESENT STATUS OF 
CORNEAL GRAFTS 


By B. W. RYCROFT, O.B.E., M.D., F.R.C.S., D.O.MLS. 





Corneo-Plastic Unit and Regional Eye Bank, Queen Victoria Hospital, East 


Grinstead 


‘L’idée de Reisinger qui consiste 4 remplacer la cornée trouble d'un homme par la 
cornée claire d’un animal est, certes, une fantaisie audacieuse et serait le plus grand 
succés de la chirurgie si cette opération réussisait’.—Dieffenbach (1831). 

THE general pattern of the modern corneal graft operation was fashioned 
55 years ago when a man who had been blinded by lime splash subsequently 
recovered his sight as the result of a corneal transplantation. The operation 
was performed by a Moravian surgeon named Zirm and he obtained his 
donor material from the eye of a young boy which had to be enucleated for 
suspected neoplasm. ‘The successful result of this case was based on the 
experimental techniques of the latter half of the nineteenth century and was 
undoubtedly influenced by the contemporary work of Lister and Pasteur. 
The graft was cut by means of a trephine which had been introduced about 
1800 by von Hippel; overlay stitches were used to retain the graft and the 
area of the operation was treated with iodoform. Accurate records were kept 
of the case for two years. The surgical principles of that period control the 
technique of today. 

The idea of restoration of sight by a corneal transplantation was not new 
even in those days, for it had been mooted in 1771. Attempts to perform the 
operation, however, during the nineteenth century were followed by a series 
of dismal failures, mainly due to infection. Other contributory factors were 
the absence of biological knowledge, the scarcity of suitable instruments, and 
the bewildered ideas of technique. 

The first fifty years of the present century have seen the gradual elimina- 
tion of these difficulties; antibiotics have all but obliterated serious infection, 
instruments are now of exquisite manufacture, sound technique has been 
established and the selection of suitable cases has been clarified by wider 
experience. Only the precise knowledge of the biological behaviour of the 
graft remains as a major problem. Today, nine out of ten selected patients 
on whom a corneal graft operation is performed can expect improvement of 
sight which will vary from the perception of large objects to the restoration 
of normal vision (fig. 1) according to the individual causes of blindness and 
particular circumstances of the case. Even if good sight cannot always be 
obtained because of the previous severe damage due to the initial disease, 
an improvement, which will give independence of mobility and activity 
though without accurate vision, is often possible and is of inestimable value. 
July 1960. Vol. 185 (23) 
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CONTROL OF INFECTION 
At the end of last century corneal graft operations were attempted in con- 
siderable numbers but they were bedevilled by infection, and panophthalmitis 
with subsequent destruction of the eye was a regular sequel. Today the loss 
of an eye from such a cause after a corneal graft operation is extremely rare 
and the infection rate of less degree leading to opacification of the graft is 
about 2 per cent. of all cases. For example, at East Grinstead, in over 400 
grafts there have been four cases of 
severe infection but no eyes have 
been lost. One case occurred as a 
result of contamination from the 
opposite socket from which E. coli 
were grown: this infection had es- 
caped the preoperative antibiotic 
screen. Another case was due to 
Micrococcus tetragenus but the source 
was never identified and two other 
cases were due to staphylococcal 16. 1.—An example of a 7.1 mm. full- 
. . thickness optical graft. Before opera- 
infection which probably came from tion the vision of this eye was limited 
the skin of the patient. to the perception of hand movements; 
‘a. ‘ ‘ after operation vision was normal for 

Potential infection of the graft 1S distance and for reading. Note that 
controlled by careful preoperative the graft is perfectly clear and that the 
‘ . ‘ 3 light reflexes show the even contour 
inspection of lid margins and the ol Ge encsiente. 
adjacent skin for styes or septic spots. 
The state of the conjunctiva is investigated by a 48-hour culture which is 
taken directly into broth: thereafter prophylactic local 1 per cent. chloram- 
phenicol eyedrops are used until the time of operation. If patients are 
obviously run down in general health, as they so often are when they are 
semi-blind, a preoperative course of general treatment with good food, 
vitamins and tonics is a wise precaution: such patients are also better 
treated in the summertime when chest infections are less common. 

Infection can come, however, not only from the patient but also from the 
donor graft and it is essential that sterility of the graft material should be 
ensured. It has been found that about one-third of the donor eyes sent to the 
regional eye bank are infected with various types of organism and the propor- 
tion of infection is higher in the summer months. The present method of 
control at East Grinstead is to immerse the eyes on arrival for one hour in 
0.5 per cent. solution of framycetin and then to store the eye in framycetin 
vapour at 4°C. until required. This new antibiotic appears to be very suitable 
for this purpose because it has a wide spectrum and is extremely soluble 
without disturbing the electrolyte behaviour of the cornea. Methods of 
preservation by low temperature do not destroy infecting organisms. 

If, unfortunately, postoperative infection does supervene then full anti- 
biotic control is mobilized. Drops are used every minute day and night for 
forty-eight hours, subconjunctival injections of antibiotics (0.5 g. of framy- 
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cetin or chloramphenicol) are used, and tetracycline is given by mouth along 
with ‘crystamycin’ by parenteral injection. Fortunately, the use of this 
drastic treatment is rarely required but in the past it has undoubtedly been 
the means of saving eyes which not many years ago would have been lost. 
Thus it will be seen that with the efficient control of antibiotics the menace 
of intra-ocular infection has practically departed from corneal graft surgery. 
Nevertheless there must be no complacency and every case must be subject 
to the closest preoperative and postoperative scrutiny to maintain this 
standard. 
SELECTION OF CASES 

In any branch of surgery it is only natural that in the early trials of any new 
technique surgeons should first of all employ it with caution in cases in 
which there is little for the patient to lose in the event of failure. So it was 
in the early days of corneal graft surgery. Patients with dense corneal scars, 
generally the result of lime burns or smallpox ulceration, were first treated 
since they were mostly blind in any case. But when moderate success had 
been achieved in these bad examples surgeons were encouraged to take 
greater risks in different types of corneal blindness, and from their early 
work has come our present knowledge of the type of case in which the 
success of a corneal graft is predictable. 

The most suitable eye for a corneal graft is one which is normal apart 
from the scar on the cornea which causes the blindness. The initial disease 
which caused the scar should be ancient history and the scar should not 
involve the total area of the cornea: it should be free from active vasculariza- 
tion. There should be no evidence of glaucoma, old choroiditis, retinal 
disease or gross injury, but old iritis and cataract are not contraindications 
to a successful operation. 

Corneal grafts are used in two ways: (a) to restore sight (optical grafts), 
(b) to strengthen the outer coats of the eyeball, or to improve indolent 
ulceration (therapeutic grafts). 

The best results from optical corneal grafts are obtained in conical cornea, 
disciform keratitis, acne rosacea keratitis, superficial thermal and chemical 
burns, and from the scars of general corneal ulceration. Very satisfactory 
visual results are also obtained in cases of familial corneal dystrophy. 
Therapeutic corneal grafts are of the greatest value in descemetocele of the 
cornea, indolent and rodent corneal ulceration and in some cases of 
early burns. 

OPTICAL GRAFTS 
When a graft is to be used for the improvement of vision the very best 
material must be used. Such graft material must be obtained from the same 
species, it must be sterile and taken within a few hours of death with the 
minimum time of preservation. 

The eye to receive the graft is blind as the result of a scar and the density 
and area of the scar also control to some extent the result of the operation; 
e.g. the thickness of the host cornea and the donor graft should as nearly as 
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possible be the same. ‘Thus, in dense lime burns which increase the thickness 
of the cornea a corneal graft is rarely successful at the first attempt because 
of the discrepancy of the thicknesses. Then again in a conical cornea where 
the loss of vision is due to distortion of the cornea, rather than to the produc- 
tion of a scar, a corneal graft will restore normal vision in about go per cent. 


(a) 
Fic. 2.—(a) A dense central white scar is seen as the result of the failure of a previous 
corneal graft which had been performed for corneal dystrophy (Fuchs). 
(b) The same eye after the scarred area had been removed and replaced by a 7-mm. 
full-thickness corneal graft. Vision was normal for distance and reading. 


of cases because the graft is implanted into a cornea which is free from any 
previous inflammatory reaction. In other words, corneal grafts are more 
likely to succeed if they can be placed adjacent to normal corneal tissue in 


the host: in this way equality of thickness is assured, a rapid union is 
promoted, and the early interchange of metabolic processes between host 
and donor is soon re-established. 

Previous vascularization of the host cornea is almost always a contra- 
indication to the success of an optical graft because the host vessels will 
often invade the graft and will be followed by subsequent fibroplasia and 
opacification. Also, many cases of corneal graft fail because of previous 
primary or secondary glaucoma in the eye which is to receive a graft but the 
presence of a cataract is not a contraindication because this can be removed 
after a successful transplantation. 

The initial failure of a graft need not preclude eventual success for grafts 
may be repeated two or three times before a clear graft is obtained (fig. 2). 
Once the graft is clear and the eye is quiet a permanent result is assured. 


THERAPEUTIC GRAFTS 
Therapeutic grafts are used to improve the health of the cornea rather than 
the optical properties. It is in this field of therapeutic ophthalmic surgery 
that the corneal graft is making rapid advances. When, for instance, a 
dercemetocele has occurred in the cornea and there is bulging with impend- 
ing rupture, a penetration corneal graft will restore the stability of the cornea. 
The treatment of Mooren’s rodent ulcer of the cornea by a therapeutic 
corneal graft seems likely to exclude one more incurable example of corneal 
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3.-—(a) Rodent ulceration of the 
cornea (Mooren). This ulcer had re- 
sisted previous treatment by cautery, 
radiation and other conventional 
means. The advancing edge is clearly 
seen and behind it remains vascu 
larized thin corneal stroma: the edge 
is advancing across the centre of the 
cornea and will ultimately destroy 
vision. 


3. 3.—(b) The margin of the ulcer has 


Fic. 


been excised and the raw area has 
been covered by split corneal grafts 


3.—(c) Hére the eye is seen one year 
after operation with no sign of recur 
rence of the ulceration. Vision of the 
eye is normal and has thus been pre- 
served by the excision of the 
and subsequent graft. The operations 
were performed by Mr. John Ormrod, 


F.R.C.S. 


ulcer 


Is 


OF CORNEAL GRAFTS 27 


disease. Excision of the ulcer edges 
combined with one or more thera- 
peutic corneal grafts will arrest the 


progress of the ulcer and save the 
vision of the eye (fig. 3). 


TECHNIQUE 

Since the end of the 1939-45 War 
there has been a great improvement 
in the technique and in the instru- 
ments used for the corneal graft 
operation. 

In early days the graft was cut by 
a crude cork borer but in 1880 von 
Hippel devised a circular clockwork 
trephine which employs the same 
principles as are used today. Many 
types of trephine have been devised 
and the circular trephine with various 
diameters is in standard practice. The 
size of the trephine cut has tended to 
increase with greater margins of safety 
and now grafts are cut up to 12 mm. 
in diameter, although 7 mm. is the 
general size. Delicate forceps have also 
been designed for handling the graft 
so that there is the minimum bruising 
of tissues: fine needles which are no 
more than 4 mm. in length make 
delicate suture work of the corneal 
graft much easier and fine braided 
silk or monofilament g/o natural silk 
is now available for minute stitches. 
The graft may be fixed in position 
in several ways: originally it was just 
placed in position and allowed to ad- 
here to its bed by natural fibrin co- 
agulation but this was an insecure 
method. ‘Then the graft used to be 
covered by conjunctival flaps which 
were pulled over to hold it in place; 
and up to 1g10 this method was in 
general use. Later came the use of 
overlay stitches crossing the graft and 
many surgeons now use this method, 
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often combining it with the interposition of boiled egg membrane to protect 
the graft from the friction of the stitches. Here again insecurity of fixation is 
present but nevertheless fixation by overlay stitches is very popular. To 
obtain greater security some surgeons use small multiple direct sutures: the 
disadvantages of this technique are that the graft is traumatized and thereby 
liable to vascularization and also that these minute sutures are not always 
perfectly safe. Another satisfactory method is to cover the graft with a plastic 
splint which is held in position by overlay sutures. 

Excellent results have been obtained by all these methods. At East 
Grinstead it is the practice to use a splint with overlay sutures, or direct 
fixation to the cornea, for grafts up to 7.1 mm. in diameter: for larger grafts 
direct edge-to-edge fixation is used. A recent introduction has been to inject 
air into the eye at the end of a graft operation to re-establish the relationship 
of the tissues with especial reference to the anterior chamber. The success of 
a full-thickness corneal graft operation is similar to that of a cataract opera- 
tion in that it primarily depends upon the production of a clean and regular 
section which ensures rapid union. 

A patient who is to undergo a full-thickness corneal graft operation for 
optical purposes generally spends about three weeks in hospital. 

Recently the spate of articles on surgical technique has slackened since the 
general principles have become established. These are: (1) The graft should 
be securely fixed in position either by splint, overlay or direct sutures. 
(2) The edges of the graft must be cleanly cut by one or other pattern of the 


many trephines. (3) The graft should be handled as little as possible. 
(4) Strict asepsis is essential at all times. (5) The selection of cases should be 
adequate and experienced technique should be employed. (6) First-class 
donor material should be available. 

With the establishment of technique the interest of surgeons has drifted 
towards the study of the biological behaviour of the graft on which the 
ultimate transparency of the graft depends. 


THE DONOR GRAFT MATERIAL 

At present it is agreed for practical purposes that the only suitable source for 
corneal graft material which is to be used in a human being is another human 
being. Animal grafts have been tried for over 100 years and the occasional 
result has been reported where vision has been improved: even during the 
past two years there has been a revival of study in France by Payrau who has 
used dehydrated animal corneal grafts with success. The use of grafts made 
with inert material has not met with any permanent visual success. It is, of 
course, the world-wide shortage of human material which has led to trials 
of animal grafts or grafts made of plastic compounds. 

Accepting the fact that human material must always be employed the 
next problem is that of preservation from the time when the donor eye is 
removed from the corpse to the time when it is grafted into the host. The 
sooner the cornea is removed from the dead body the more suitable it is for 








THE PRESENT STATUS OF CORNEAL GRAFTS 29 


corneal graft surgery, especially when an optical graft is in view: an arbitary 
time limit of ten hours has been suggested. This time interval is most im- 
portant but with the modern refrigeration of corpses it is possible that the 
interval may be extended and further research on this point is in hand. 
After the eye is removed from the body it must be treated with an antibiotic 
solution to ensure sterility, and immersion for one hour in 0.5 per cent. 
framycetin solution is considered adequate. Penicillin is no longer used but 
chloramphenicol and streptomycin have proved useful in the past although 
they are somewhat insoluble. 

Occasionally ideal conditions occur where there is no delay in trans- 
plantation, as, for example, when an eye is being removed for a melanoma 
of the choroid in which the cornea is perfectly normal, and where a graft 
obtained from such an eye can be transferred immediately from one 
operating theatre to another. Another ideal situation is when the graft may 
be taken from the other eye of the same patient as in an autograft. 

In most instances, however, the graft has to be stored for a period before 
use, and three methods of preservation are available. 


(1) The vapour method.—The eye is contained in a sterile glass vial and kept in an 
ordinary domestic hospital refrigerator at 4°C. without preservative fluid other than 
the framycetin solution in which it has previously been immersed. This method of 
preservation is satisfactory up to about four days. 

(2) The oil method of Biirki.—In this method the eye is immersed, after treatment 
with antibiotic, in a solution of liquid paraffin which is also kept in the domestic 
refrigerator at 4°C. There are disadvantages in this method: namely, that antibiotics 
cannot be dissolved in the oil solution and the oil tends to cling to the cornea and is 
difficult to remove at operation. Nevertheless, the oil does slow down processes of 
oxidation and metabolism so that it is possible to use a graft which has been pre- 
served in this way for up to seven days for optical grafts or longer if the material is 
to be used for a therapeutic graft. 

(3) Low temperature methods.—Although these methods are still in the experi- 
mental stage it is desirable to mention them because they represent long-term 
methods of storage which are likely to be the international methods of choice in the 
future. At East Grinstead research on this project has been going on for several years 
and the method used is that based on the experimental work of Polge, Smith and 
Parkes who showed that it was possible to preserve spermatozoa for long periods at 
low temperature if previously treated by glycerol solution. Applying this method 
to the eye, the eye is first immersed in antibiotic solution and then in a solution of 
15 per cent. glycerol for one hour. Slow freezing is started and the eye is subsequently 
immersed in a vial in CO, snow which maintains a steady temperature of —79°C. 
Satisfactory results have been obtained from eyes preserved by this method over 
long periods, especially with the lamellar type of graft. Successful optical grafts have 
also been obtained but it must be said that at present the results are still unpredict- 
able and await further study. In the United States the method of long-term pre- 
servation which is preferred is to dehydrate the cornea and store it in nitrogen at 
room temperature: before use the dehydrated material is reconstituted by the 
addition of Ringer’s solution. In France dehydration is also a method of choice and 
it is claimed that if this method is used the antigen properties of corneal donor 
material are destroyed. 


THE BEQUEST OF DONOR EYES 


The supply of corneal donor material has greatly improved since the passing 
of the Corneal Grafting Act in 1952. This Act enables a person to bequeath 
his or her eyes, subject to certain conditions, namely :— 
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I. Removal of eyes of deceased persons—(1) If any person, either in writing at 
any time or orally in the presence of two or more witnesses during his last illness, 
has expressed a request that his eyes be used for therapeutic purposes after his 
death, the party lawfully in possession of his body after his death may, unless he 
has reason to believe that the request was subsequently withdrawn, authorize the 
removal of the eyes from the body for use for those purposes. 

(2) Without prejudice to the foregoing subsection, the party lawfully in possesston 
of the body of a deceased person may authorize the removal of the eyes from the 
body for the purpose aforesaid unless that party has reason to believe— 

(a) that the deceased had expressed an objection to his eyes being so dealt with 

after his death, and had not withdrawn it; or 

(b) that the surviving spouse or any surviving relative of the deceased objects to 

the deceased’s eyes being so dealt with. 

(3) An authority given under this section in respect of any deceased person shall 
be sufficient warrant for the removal of the eyes from the body and their use for the 
purposes aforesaid; but no such removal shall be effected except by a registered 
medical practitioner, who must have satisfied himself by a personal examination of 
the body that life is extinct. 

(4) Authority for the removal of eyes shall not be given under this section if the 
party empowered to give such authority has reason to believe that an inquest may 
be required to be held on the body. 

(5) No authority shall be given under this section in respect of the body of a 
deceased person by a person entrusted by another person with the body for the 
purpose only of its interment or cremation. 

(6) In the case of a body lying in a hospital, any authority under this section may 
be given on behalf of the person having the control and management of the hospital 
by any officer or person designated in that behalf by the first-mentioned person. 

(7) Nothing in this section shall be construed as rendering unlawful any dealing 
with, or with any part of, the body of a deceased person which would have been 
lawful if this Act had not passed. 

(8) In the application of this section to Scotland for subsection (4) there shall be 
substituted—‘(4) Nothing in the foregoing provisions of this section shall authorize 
the removal of eyes from a body in any case where the procurator fiscal has objected 
to such removal’. 

II. This Act shall not extend to Northern Ireland. 


Recently the Ministry of Health has authorized the use of a special form 
for ‘Eyes by Bequest’. The form which is used at East Grinstead is re- 
produced in fig. 4. Similar forms may be used by any hospital throughout 
the country. 

COLLECTION OF DONOR EYES 
The collection of eyes for corneal grafts, however, is not free from difficulties 
or nuisance. The general practitioner has a key part to play in the scheme 
since it is usually he who advises the hospital of the impending death of a 
donor or when death has actually taken place. It is then the duty of the eye 
bank to be ready to collect the eyes immediately: some eye banks send out 
teams and are well organized for this purpose. Occasionally a donor dies too 
far away from an eye bank: in these circumstances an ophthalmic colleague 
will often obtain the eyes and forward them to the bank. The procedure to be 
adopted by the general practitioner is to try and get a message through to the 
eye bank as speedily as possible after having obtained approval from the 
deceased’s relatives: it is known beforehand, of course, that the deceased has 
bequeathed his or her eyes. But a great deal of useful propaganda can also be 
done by the general practitioner to call attention constantly to the need of 


corneal graft material. 
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Once the eyes are safely in an antibiotic solution (or even without) in a 
refrigerator at 4°C. the period of urgency is over. The important period is 
the time interval when the eyes are removed after death. Most of the 
initial problems in the collection of donor eyes are gradually being overcome. 
The Ministry of Health has drawn up a list of suitable eye banks to which 








| EYES BY BEQUEST 

The bequest of eyes after death is a direct contribution to the relief of blindness in 
this country. It is a gift of the highest order of humanity which anyone with normal 
eyes can make quite easily and for someone it may well mean the gift of sight. 

The corneal graft operation is one of the great surgical advances of our time and 
cures or relieves blindness, for which no other treatment hitherto has been of value 

To bequeath your eyes for use after death, all you need to do is to request in writing, 
or verbally, before two witnesses that your eyes are used after death for the purpose of 
sight restoration or you may use the specified form for this purpose attached below 

One copy of this form should be returned to the above address and one copy given 
to your next of kin who should be quite clear of your intention; further information 
can be obtained from this Unit or from the nearest Hospital with an ophthalmic 
department. Further forms may be obtained from the above address 

Eyes so given should be normal and should not have suffered from serious inflam- 
mation. Adult eyes are preferred; colour, sex and previous use of spectacles make 
no difference 

After the death of the donor, if the nearest relative agrees that the bequest should 
be carried out, either he or the Doctor who attends at death should inform this Unit 
(telephone: East Grinstead 987) or the nearest Hospital with an ophthalmic depart- 
ment. This must be done as soon as possible after death as delay will render the bequest 
valueless. There is no disfigurement 

If a donor enters Hospital as an inpatient the Hospital should be informed of his 
decision to bequeath his eyes for use after death 





CORNEO-PLASTIC UNIT AND REGIONAL EYE BANK 
QUEEN VICTORIA HOSPITAL, 
EAST GRINSTEAD 


I (name in full) of (present address) 


request that after my death 
my eyes be used for therapeutic purposes by the Corneo-Plastic Unit and Regional 


Eye Bank, East Grinstead, or any other Hospital with an ophthalmic department 


Signed Date 


CORNEO-PLASTIC UNIT AND REGIONAL EYE BANK 
QUEEN VICTORIA HOSPITAL, 
EAST GRINSTEAD 


I (name in full) of (present address) 


request that after my death 
my eyes be used for therapeutic purposes by the Corneo-Plastic Unit and Regional 
Eye Bank, East Grinstead, or any other Hospital with an ophthalmic department. 


Signed Date 














Fic. 4.—Form of bequest of eyes used at the Queen Victoria Hospital, East Grinstead. 


people can apply to bequeath their eyes and an official form is now available 
for the bequest of eyes. At East Grinstead, bequest eyes have formed a 
valuable source of supply and have enabled a reservoir to be established 
which has supplied eyes to ophthalmic surgeons at many hospitals. Owing 
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to the relatively short period of storage which is at present available, how- 
ever, a large supply of donor eyes is constantly necessary. The turnover 
increases and the demand for corneal grafts consequently rises. 


CAUSES OF FAILURE IN CORNEAL GRAFTS 

Although the percentage of successful corneal grafts has sharply increased 
in the last ten years there are still problems of failure which have not been 
solved: the emphasis of research has now shifted from the operating theatre 
to the laboratory. Vascularization of the graft is still incompletely under- 
stood. It is not known whether such vascularization is due to antigen proper- 
ties of the donor material, or to reactivation of original corneal disease, but 
the eventual result is the establishment of fibrous tissue and opacification of 
the graft. Previous treatment by radiation, strip peritomy and steroids do 
not appear to have any permanent effect. 

(Edema of the graft without vascularization also remains a problem. The 
cedema is probably caused by the seeping of aqueous humor from the 
anterior chamber into the graft owing to an inefficient seal between the graft 
and the host. This inefficient seal may be due to inequalities of thickness, 
malapposition of graft edges, or interposition of membranes between the 
graft and the host. It may also be due to defective vitality of the graft in the 
first instance or from long preservation. Once a corneal graft is implanted 
safely in position and has become clear it can be expected to remain clear 
for the rest of the patient’s life unless it is attacked by the original disease 
which caused the blindness, such as in acne rosacea or neuropathic kerato- 
pathy. At present it is felt that the stroma and fibrillar structure of the 
original graft remain but that the cells are replaced by migration from 
the host. 


SUMMARY 
Corneal graft surgery represents a major advance in ophthalmic surgery and 
is responsible for the cure of certain types of blindness due to corneal disease 
for which hitherto there has been no effective treatment. 

The scope of the operation is extending and eventually it may be possible 
to replace the entire cornea instead of merely part of it. 

To reach this desirable state of affairs there must be an adequate supply of 
suitable sterile donor material always readily available. To this end it is 
essential that a method of long-term preservation be found so that no 
potential donor eye is ever wasted and the organization of admission and 
treatment of blind patients due for a corneal graft can be efficiently organized. 

With a satisfactory method of long-term preservation eyes may be ex- 
ported or banks may be established in many countries throughout the world 
where there is a crying need to relieve blindness due to corneal disease. 

It is a pleasure to acknowledge the constant and loyal assistance I have received 
in this work from the registrars who have passed through the Corneo-Plastic Unit 


at East Grinstead. Mr. Gordon Clemetson, Director of the Photographic Unit, has 
kindly provided the photographs. 





TRACHOMA 


By F. MAXWELL-LYONS, M.B., D.O.MLS. 


Division of Communicable Diseases, World Health Organization, Geneva 


TRACHOMA, one of the oldest known and most widespread of diseases, is still 
the greatest single world cause of serious and progressive loss of sight 
(fig. 1). With an estimated total of 400 million sufferers it presents social, 
health and economic problems of the first magnitude in many parts of the 
world. 


RECENT ADVANCES IN MICROBIOLOGY 

Despite an immense amount of laboratory research during the past fifty 
years, trachoma remained until recently one of the few important virus 
diseases of man in which the causative agent was not available for study. 
In 1944, Macchiavello reported the successful isolation and culture of the 
virus in the yolk sac of embryonated eggs. Unfortunately his strain died 
out and, in other hands, his method gave equivocal or negative results. In 
1957, T’ang and his associates in Peking, employing essentially the same 
techniques but with the use of streptomycin to control bacterial infections, 
isolated three strains of an elementary body virus from trachomatous eyes. 
These isolations were confirmed by Collier and Sowa of the Medical Re- 
search Council Trachoma Research Group, at the Lister Institute, London. 
The British team, in addition, isolated a number of virus strains from 
trachomatous subjects in The Gambia and from one of these strains repro- 
duced the disease in a human volunteer. Since then reports on the suc- 
cessful isolation of the virus in serial culture have come from teams of 
workers in at least fifteen other laboratories spread over five continents. 

This important break-through has opened up wide new fields of basic 
and applied research on trachoma. Considerable advances have already been 
made in studies of the pathogenesis of the disease, the antigenic properties 
of the virus and its relative susceptibility to various antibiotics and other 
therapeutic agents. Several experimental vaccines have been produced and 
are under trial but scientists are rightly reserved at this stage as to their 
potentialities. Natural trachoma does not appear to induce any satisfactory 
immunity to subsequent attacks, probably because of the strict localization 
of the virus in the conjunctiva, but it is possible that parenteral injection 
of a suitable antigen might afford protection. A great deal of further labora- 
tory research and the most rigorous field trials will be necessary before any 
vaccine can be accepted for general use. 


SOME EPIDEMIOLOGICAL ASPECTS 
Contrary to earlier beliefs it is now recognized that trachoma, in its natural 
state and throughout the greater part of its course, is of relatively low con- 
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tagiousness and that it becomes endemic only where there exist widespread 
environmental factors favouring transmission of infection. The identifica- 
tion and control of such factors may be fully as important as the treatment 
of cases in a mass campaign. History has repeatedly shown that trachoma 
disappears from a community with improvements in standards of living and 
hygiene and, conversely, that if these standards are too low, treatment of 


Fic. 1—~Trachoma—‘ The most widespread of the world’s 
scourges.’ 


cases (on any scale that is practicable) may have little effect in reducing the 
incidence of the disease. 

Few endemic diseases, however, show such wide variations in epidemio- 
logy: differences, for example, in the community and family patterns of the 
disease, in the mean age at onset, the usual sources of infection, the modes 
of transmission, the role of assotiated infections and the clinical evolution 
and general severity of the disease. Reliable data on all these points are 
necessary not only to define the local problem but also to indicate the types 
of control measures which are most appropriate, and to provide a base-line 
for future comparisons and evaluations. Unfortunately, the epidemiological! 








TRACHOMA 3! 
aspects of the problem have received too scant attention in the past and 
basic data are lacking in many countries where control projects are in 
operation or planned. The following are some general considerations of 
practical importance. 

In general, the higher the prevalence of trachoma the earlier the age at 
onset. In communities where it is highly endemic it is almost always con- 
tracted in infancy and throughout such communities there is a fairly uni- 
form relationship between age and the evolutive stage of the disease. In 
areas of moderate and low endemicity there is much less constancy in the 
age at onset and in the general pattern of the disease. 

Apart from local variations in simple prevalence rates there are marked 
differences between one region and another, and sometimes even between 
neighbouring districts, in the general level of severity of trachoma. In 
some places, although showing all the cardinal signs, it is a relatively benign 
disease with a marked tendency to early spontaneous cure; in most areas, 
however, it runs the classical severe protracted course with a high rate of 
disabling complications and sequelz in untreated cases. Another important 
factor in assessing relative severity is the mean age at onset of the com- 
plications. For example, in many areas trichiasis seldom develops before 
middle age; in others it is common in early adolescence and this, of course, 
imposes a much greater economic burden. An interesting phenomenon 
which has been noticed in recent years in certain countries is that, whilst 
there has been no appreciable reduction in the incidence of trachoma, the 
disease is gradually changing to a much milder form. From existing evidence, 


which is largely circumstantial, it would seem that levels and changes both 
in prevalence and in severity may be dependent more upon environmental 
factors than on differences in host susceptibility or in viral strains. 


ASSOCIATION WITH OTHER INFECTIONS 

Trachoma seldom occurs in a pure form. Adenoviruses of various types 
have been isolated from trachomatous eyes in many parts of the world. 
Infections with these organisms occur most commonly in young children 
and give rise to an acute follicular conjunctivitis sometimes associated with 
characteristic transient corneal infiltrations. Adenoviral infections are unre- 
sponsive to treatment but are self-limiting. When associated with trachoma 
they may sometimes be difficult to distinguish clinically. It would seem that 
they are much more common than was formerly thought and they may be 
on the increase in some areas. Available data suggest the possibility of geo- 
graphical variation in type predominance, and further studies are needed 
to determine their importance in the clinical and epidemiological pattern 
of trachoma. 

More obvious is the very common association of trachoma with bacterial 
infections. The most common organism is the Haemophilus conjunctivitidis, 
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or Koch-Weeks bacillus, which is found throughout most trachoma en- 
demic areas of the world. In many subtropical regions it is the cause of 
widespread and regularly recurring seasonal epidemics of acute muco- 
purulent conjunctivitis and may persist in a subacute or almost symptomless 
carrier state between the epidemics. Once the major cause of blindness in 
Egypt but now less common there, and to our knowledge occurring only 
sporadically elsewhere, are the epidemics due to a highly invasive gram- 
negative intra-cellular diplococcus. Epidemiologically, clinically and patho- 
logically this disease is suggestive of a non-venereal gonococcal infection 
and it is commonly accepted as such although its identity has not been 
fully established. In addition to these two major bacterial scourges trachoma 
is found in association with a number of other flora of different types and 
combinations varying with the locality and season of the year. Chronic 
intractable Morax-Axenfeld infections are commonly associated with 
trachoma in underprivileged communities. 

These superimposed infections have an important epidemiological rela- 
tionship with trachoma in that, by increasing the conjunctival secretion, 
they aid in transmission and by their persistence add to the gravity of the 
established disease. It is recognized in a number of countries that a first 
step towards the control of trachoma is the control of bacterial conjunc- 
tivitis. The problem, however, is far from uniform throughout the world. 
In many areas basic data are lacking and further studies are needed. 


TREATMENT 

Until the mid-1930’s there had been few basic developments in the treat- 
ment of trachoma for hundreds and indeed thousands of years. In the ab- 
sence of any specific remedy it was the usual practice to attempt to hasten 
by mechanical and chemical means the natural trachomatous process of 
necrosis and cicatrization: in other words, deliberately to destroy the con- 
junctival tissue in the hope of inactivating the disease. This was a tedious 
and painful procedure which, although sometimes achieving its object, often 
resulted in excessive scarring and distortion of the eyelids. Fortunately the 
virus of trachoma, like the other large viruses of the psittacosis-lympho- 
granuloma group of which it is a member, is susceptible to practically all 
the sulphonamides and to many of the medium- and broad-spectrum anti- 
biotics. This has revolutionized the treatment of the disease. Reports differ, 
however, on the types and the percentage of cases which respond satis- 
factorily to these agents, and also on the amount of treatment necessary to 
cure the average case. It is worth considering briefly the reasons for this 
seeming discrepancy in reported results. 

In the first place there are, as already mentioned, regional differences in the 
epidemiological and environmental background of trachoma, in the clinical 
types and severity of the disease and in the role played by secondary infec- 
tions. These are all factors which may affect response to treatment. The 
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possibility of different virus strains being involved is at present under study. 
Another cause of confusion has been the failure of some workers to recog- 
nize that the resolution of long-established lesions of trachoma is often a 
slow process and that clinical cure may not be complete until weeks or 
months after the termination of a course of treatment sufficient to eliminate 
or inactivate the virus. In many reported trials the cases were not followed 
over a sufficiently long period before an evaluation of results was made; 
in others, treatment was continued unnecessarily until clinical cure was 
reached, thus giving an exaggerated impression of the amount of treatment 
needed. There does appear to be some evidence, however, that, for one 
reason or another, the trachoma of North America, Europe and North 
Africa is relatively more susceptible to the antibiotics than that of East 
Africa, Asia and the Pacific region. 


ANTIBIOTICS 

There is a general consensus of opinion that for the individual case which 
can be kept under observation the most effective method of treatment con- 
sists of the local application of antibiotics combined with the systemic 
administration of sulphonamides. Tetracycline, oxytetracycline or chlor- 
tetracycline, in the form of a 1 per cent. ointment or oily suspension, is 
applied three times or more daily for approximately two months. In addi- 
tion, compound sulphonamides are given by mouth on the basis of 40 mg. 
per kg. of body weight per day in divided doses, for twenty successive days. 
The course of sulphonamides may be repeated after an interval of ten days 
during which the local application of antibiotics is continued. In addition, 
very light massage of the follicles with a glass rod once or twice a week is 
considered by some authorities to have an enhancing effect. The more 
traumatizing procedures so often resorted to in the past are nowadays con- 
sidered unnecessary and indefensible in view of the additional scarring 
produced. 

For mass campaigns it is necessary to adopt standard treatment schedules 
which are as safe and as economical as possible. The treatment, moreover, 
should be effective not only against trachoma but also against the com- 
monly associated bacterial infections. In most of the many trachoma control 
projects now in operation local application of antibiotics is the treatment 
method of choice. The ointment or suspension may be applied according 
to the ‘continuous’ method—that is to say, two or three times daily over 
the whole period of a course of eight to twelve weeks—or according to the 
‘intermittent’ method developed by Reinhards and his co-workers in 
Morocco. In this the antibiotic is applied twice daily on three to five suc- 
cessive days each month for five to six months. In the course of extended 
trials in Morocco and several other countries the intermittent schedule has 
given results at least as good as the older continuous method. The saving 
effected, not only in antibiotics but also in personnel, transport and other 
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campaign expenses, has permitted the wide extension of mass treatment 
operations in many countries. 


SULPHONAMIDES 
Some trachomatologists have a preference for chemotherapy but the routine 
use of the ordinary sulphonamides in mass campaigns is usually inad- 
visable because of the risk of toxic side-effects and the high cost of the 
relatively safer compound forms. The WHO Expert Committee on Trachoma 
has advised against their use except in cases which have failed to respond 
to a first course of antibiotics alone. 

Considerable interest has recently been aroused, however, by the reports 
of Bietti and his associates on trials with the new repository sulphonamide— 
sulphamethoxypyridazine. This drug is readily absorbed but very slowly 
excreted and single spaced doses maintain effective blood levels over much 
longer periods than the earlier sulphonamides. Toxicity is reported to be 
low. Sulphamethoxypyridazine appears to be just as effective in the treat- 
ment of trachoma as the tetracycline group of antibiotics and the older 
sulphonamides. The potentialities of such a drug in mass campaigns are 
obvious. Field trials with different levels and timing of doses have already 
been carried out by a number of workers but the optimum schedule for 
efficacy, safety and economy has probably not yet been reached. 


TREATMENT SCHEDULES 
In the collective treatment of school children and other groups that can be 
followed up it is usually a sound policy to work to ‘an acceptable limit of 
failure’ on the grounds that it is more practical and cheaper to re-treat a 
reasonable proportion of less susceptible cases than to subject all cases to 
an unnecessarily generous course in the first instance. On the other hand, 
in remote areas where individual follow-up is difficult or impossible it is 
preferable to aim at a higher rate of initial cures by giving a more intensive 
routine course to all. There are in fact so many technical and administrative 
variants involved that treatment schedules appropriate to any mass cam- 
paign can only be developed after a careful study of local problems and 
resources and a series of well controlled trials. 

With huge numbers of sufferers and limited resources, treatment on a 
selective basis may be necessary and objectives must be clearly defined. 
Treatment may be applied prophylactically to the age, sex and occupational 
groups forming the principal sources of infection (if, indeed, these are 
known) or as a purely curative measure to prevent the disabling complica- 
tions and sequelz of the disease. 

Where sample surveys show the prevalence of trachoma to be above a 
certain level it is preferable to treat whole population groups (for example, 
entire communities or all school children) rather than to attempt to exclude 
those who are free from the disease—the more so because high prevalence 
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rates of trachoma are usually found in remote rural areas where there exist 
neither facilities nor trained personnel for large-scale case-finding and 
supervision. This critical level of prevalence, as adopted in different 
countries, varies from 50 to 70 per cent. depending upon local conditions 
and resources. Where the prevalence is below this level, treatment is carried 
out on a selective individual or family basis. 

Accumulated experience in a large number of trachoma control projects 
throughout the world has proved that the results of mass treatment opera- 
tions depend largely upon environmental background. It has been shown 
in a number of experimental sectors that under reasonably favourable con- 
ditions of living and hygiene endemic trachoma can be reduced to a level 
where it is no longer a problem of public health importance although final 
eradication presents considerable difficulties. Under the worst conditions of 
poverty, overcrowding and squalor it has net been possible with present- 
day treatment methods to make any substantial reduction in the incidence 
of trachoma. Hundreds of thousands of cases have been cured and a high 
proportion saved from the disastrous end-results of the disease, but new 
cases continue to appear in almost equal numbers. In such areas, and until 


improvements in living conditions, hygiene and health education can be 


introduced, treatment programmes will continue to have a very necessary 
but limited role. 


INTERNATIONAL ACTIVITIES IN TRACHOMA CONTROL 
During the past nine years the World Health Organization has taken an 
increasingly active part in the study and control of trachoma. Its Expert 
Committee on Trachoma has laid down guiding principles. Its visiting 
consultants have assisted many Governments in planning and conducting 
epidemiological surveys and in developing appropriate control programmes. 
In some cases international field teams have been provided to help in 
putting these programmes into effect and to carry out controlled trials with 
new treatment methods and other field techniques. Nearly one hundred 
fellowships have been granted to national workers to enable them to obtain 
training or to pursue advanced studies in other countries. Recognizing the 
need to depart from the usual purely clinical approach and to broaden the 
line of attack against trachoma, WHO has organized a series of inter- 
country conferences at which leading experts in ophthalmology, micro- 
biology, epidemiology, environmental sanitation, health education, statistics 
and public health administration have met to discuss and to exchange infor- 
mation and practical experience in these interrelated fields. These con- 
ferences have been arranged on a zonal basis between groups of countries 
in which disease problems, environmental conditions and national resources 
are roughly comparable. Always interested in furthering research on 
trachoma, WHO has recently intensified its activities in this sphere the 
better to assist and coordinate the widespread and rapidly increasing re- 
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search programmes which have received new impetus with the isolation of 
the causal agent of the disease. 

The United Nations Children’s Fund (UNICEF) has given valuable aid 
to the trachoma control projects assisted by WHO by providing antibiotics 
and other drugs, transport, laboratory and diagnostic equipment and other 
supplies. 

Last, but not least, must be mentioned the time-honoured activities of 
La Ligue Contre le Trachome and the affiliated International Organization 
Against Trachoma, in encouraging scientific studies and in disseminating 
new knowledge through technical meetings and through the medium of the 
joint quarterly publication La Revue internationale du Trachome. 


CONCLUSION 
It is impossible within the limitations of a short article such as this to cover 
all the diverse aspects of trachomatology and the recent advances which 
have been made in many fields. A large proportion of the space available 
has been devoted to modern treatment methods because it was suggested 
that this would be a subject of practical interest to many readers of The 
Practitioner. The following list of references covers some of the more im- 
portant publications on subjects which have received too scant or no 
attention in the text of this article. 
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VISUAL AIDS 
FOR THE PATHOLOGICAL EYE 


By W. J. B. RIDDELL, M.D., F.R.F.P.S. 


Tennent Professor of Ophthalmology, University of Glasgow 


SPECTACLES, magnifying glasses and stenopzic devices of various kinds have 
been used in Western Europe for several centuries, but only within the last 
few decades has there been any significant progress in the development of 
visual aids for the pathological eye. Contact lenses and telescopic spectacles 
can now be made from a variety of plastic materials which have become 
available with recent advances in technology. These substances have great 
advantages over glass, being lighter and more easily worked. In various 


parts of the country clinics are being organized for the benefit of the 


partially sighted patient, who is often a person whose vision is better than 
will permit of statutory registration as a blind person. 


THE CORNEA 

The shape and transparency of the cornea are essential factors in the main- 
tenance of good central vision. Conical cornea is a relatively rare congenital 
anomaly which may lead to gross visual incapacity. In mild cases the dis- 
ability can be corrected with a sphero-cylindrical lens, usually of a negative 
power, as many of these patients are myopic. Ordinary glasses do not help 
the more marked cases and a certain number benefit by the use of contact 
lenses. The effect of a contact lens is to replace the refracting interface 
between the air and the cornea. If this surface is cone-shaped no accurate 
image can be formed. The presence of tear fluid between the abnormal 
corneal curve and the plastic contact lens forms a suitable refracting 
medium. The interface is thus formed between the air and the contact lens 
surface and corneal refraction is effectively abolished. If the apex of the 
cornea is in contact with the back surface of the contact lens discomfort 
and serious damage may arise. Many of these patients derive the greatest 
benefit from corneal grafting and the decision as to which is the better 
solution for the visual difficulties of the patient has to be made on the 
merits of the individual case. 

There are other corneal irregularities, corneal nebula for example, which 
may be overcome by the use of contact lenses, but it must be emphasized 
that the tolerance varies greatly between one individual and another. The 
widely advertised micro-corneal lenses have by no means replaced the more 
orthodox moulded type which are favoured by the majority of ophthalmic 
surgeons, and in any case these would not be suitable for the pathological eye. 
July 1960. Vol. 185 (41) 
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THE IRIS 

The intolerance to light from which albinos suffer may be greatly reduced 
by the use of a moulded contact lens in which pigments are incorporated 
to represent a dark iris. This device certainly improves the cosmetic appear- 
ance, which is appreciated by the patient, but it does not have any effect 
upon the nystagmus from which the majority suffer. Consequently there 
is no great improvement in visual acuity, which is often centred around the 
top three lines of the distance test type, 6/60 to 6/24. Although the distance 
vision may be poor in albinos they are often able to read quite small print. 
This is of the greatest educational importance. These patients should be 
educated at an ordinary school and many have attained considerable aca- 
demic success. 


THE LENS 

The normal lens within the eye is translucent but not transparent. This 
can be seen readily if a narrow pencil of light is directed through the pupil 
and its passage examined with a magnifying loupe. Normally the anterior 
chamber between the cornea and the lens is optically inactive but the lens 
section can be identified and shows the layers of its development, which 
have been likened to those of an onion. In the substance of the lens it is 
extremely common to find small dots and specks, mostly grey or blue in 
colour and situated at various levels. These can be observed with a frequency 
indicating the industry of the observer and are congenital in origin. Such 
opacities are a form of cataract, but they do not interfere with vision to 
any serious extent and a patient is better not to be told of their presence. 
Great and needless alarm can be caused by the careless use of the word 
cataract. 

Senile lens opacities usually develop in the periphery of the lens and 
may take the form of spikes or spokes. These disturbances may give rise to 
symptoms which may be observed for the first time in dull light when the 
pupil is dilated. The patient may complain of double or multiple images: 
for example, several moons may be seen. These disappear when the pupil 
is reduced in size by the use of pilocarpine. On the other hand the opacities 
may develop centrally, in which case the reverse position occurs and the 
patient complains that the vision is worse on a bright day and greatly im- 
proved when his back is turned to the light or on a dull day. It was a 
common practice, at one time, to order weak atropine drops to maintain 
the large pupil in such cases, but this is fraught with danger in adults, who 
may develop glaucoma. Under modern operative techniques it is no longer 
necessary to delay operation in such cases. 

Monocular cataract presents certain special difficulties because, when 
corrected with an ordinary lens, the most successful operation will produce 
a difference of about 22 per cent. in the size of the retinal image. This 
difference is greater than can be fused by the two eyes. The disability can 
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be overcome by the use of a contact lens which reduces the size difference 
to about 10 per cent., which is within the tolerance limits of some patients. 

Simple devices which ensure increased contrast at the working distance 
should not be forgotten. A dark background may make sewing an easier 
task if the materials are of a light colour; similarly, a brown paper shield 
which permits only two or three lines of type in a printed book to be visible 
may help both the cataract patient and those with more deeply seated 
lesions. 


THE VITREOUS, RETINA AND CHOROID 

The vitreous.—It is a constant source of astonishment to observe the good 
vision which many patients retain in spite of gross vitreous opacities. Many 
complain of seeing spots floating in front of the eyes when the opacity first 
appears, but they often become negative and cause no diminution in vision, 
although visible to the observer. This is particularly true of the snow-storm 
type of vitreous degeneration which is dramatic to look at with the oph- 
thalmoscope, but may cause no visual loss. 

The retina and choroid.—Diseases of the retina and choroid cause grave 
visual disability, although an extensive peripheral lesion in one eye may 
pass unnoticed by the patient for a long period. It is well known that visual 
acuity fails rapidly away from the macular area. As a result macular lesions 
present particularly difficult problems. When an elderly patient draws his 
glasses forwards upon his nose he increases the size of the image formed 
upon the macula and may read with greater facility. If his glasses are 
bifocal, he may observe an improvement in his distance vision, but this can 
only be achieved by tilting his head backwards or actually holding the glass 
some distance in front of his face after the manner of the quizzing glasses 
used in the eighteenth century. Any patient who has acquired tricks of this 
kind would probably benefit by some form of telescopic aid. The one most 
readily available to the practitioner to use as a test is an opera glass. This 
is a Galilean telescope, which forms an enlarged image on the retina and 
it is a simple screening device in such cases. All telescopic devices, however, 
involve considerable loss of lateral field of vision in order to gain the central 
improvement. Consequently many patients prefer to go about with di- 
minished central vision and employ the device only for reading. 

When a cataractous lens is removed from the eye the retinal image which 
is formed under the new optical conditions is about 22 per cent. larger 
than in the normal eye. It is this larger image which in my opinion accounts, 
in part, for the gratitude of some cataract patients with diabetic retinopathy 
involving the macula. 

The tubular vision, which arises in retinitis pigmentosa, presents rather 
specialized features, an interesting example of which is the enjoyment of 
television programmes by those suffering from this disease, in spite of the 
night blindness which may be present. That technically blind people can 
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see to do this is a puzzle to laymen who do not always realize that blindness 
is a graded condition in which restriction of the field of vision may play the 
dominant part. 


THE OPTIC NERVE AND VISUAL PATHWAY 
Loss of the field of vision in whole or in part may arise from injury or 
disease of the optic nerves or visual pathway. Hemianopia to the left is 
perhaps less trouble to a European than when the right half of the field has 
been lost. Numerous prismatic and mirror devices have been designed to 
overcome the handicap but none is satisfactory. Many patients learn to read 
by holding the print obliquely and some read upside down. This is not 
so difficult as might at first be thought. Loss of one-half of the visual field, 
as it affects both eyes, is a far greater handicap to the patient than the loss 
of a single eye. 
BLINDNESS 

Blindness has a statutory definition as being insufficient vision for the carry- 
ing out of tasks for which eyesight is essential. Blind people obtain informa- 
tion through hearing in the form of radio, tape recordings, and talking 
books. In addition, embossed literature is available in the form of Braille 
and Moon types. Elderly people find Braille more difficult than Moon and 
become discouraged. My object in referring to these matters at all is to 
warn practitioners that some partially sighted people take up the study of 
embossed literature and learn to read it visually; that is by looking at the 
embossed patterns. This can be done with a relatively low visual acuity and 
in the event of the patient becoming blind he finds that he is unable to 
make any progress as a genuine Braille reader by touch alone. 

The recent revival of interest in devices for translating ordinary words 
into sounds is due to the advances in electronics, but production costs and 
other more technical difficulties make it unlikely that they will be widely 
used. It has been reported that there is developing in Russia a device which 
converts ordinary printed material into sound which in turn is fed to a 
second machine which translates the message into embossed type. It is 
unwise, however, to raise hopes of such devices making any real impact 
upon the loneliness and isolation of blindness. 


THE CHILD 
There are considerable differences of opinion in various parts of the country 
regarding the education of the child with defective eyesight. The majority 
of these children suffer from progressive myopia and it must be said at the 
outset that this is not attributable to school or to close work. School myopia 
as a disease is no longer a tenable concept, although from time to time it 
reappears in slightly different guises; for example, the idea that malignant 
myopia may arise from television viewing. The modern opinion in relation 
to education, as expressed by Duke-Elder (1948), is that ‘the amount of 
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work should be adjusted to the general physical and mental development 
of the child rather than to the degree of myopia’. 

Very short-sighted children are often more comfortable when their 
glasses under-correct the refractive error, but the detailed discussion of this 
matter is beyond the scope of this article. They are certainly unhappy if 
the correction is too high. The design of the modern spectacle frame is not 
the most satisfactory for the high myope who sees best with small lenses 
close to his eyes. Attempts are sometimes made by the patient to increase 
the effective strength by looking obliquely through the lens. It is much 
better for the child to have one pair of glasses for all-round use rather than 
several pairs for different purposes. In general, glasses for specialized pur- 
poses, such as violin playing or tapestry work, are always a failure both in 
children and in adults except for the professional violinist or seamstress. 
A Galilean telescopic lens, however, is particularly useful in high myopia, 
giving a magnification of 2x, but some children are unhappy with devices 
of this kind owing to the unusual appearance of the apparatus. 

When special classes are organized for partially sighted children standard 
equipment for all has many advantages. For example, a bi-convex lens of 
about 4 dioptres and some 8 inches (20 cm.) in diameter mounted on a 
pillar with a ball-and-socket joint with a sturdy horse-shoe base is advocated 
by Stenhouse Stewart (1956). Glass was found to be more satisfactory than 
plastic for this visual aid, which gives a good depth of focus and leaves 
both hands free for sewing and handicrafts. General lighting of the school- 
room is better than individual lamps or illuminating devices at the desk or 
work table. 

There is a shortage of school books printed in 14- or 18-point type: that 
is, print which is larger than that used in The Practitioner, which is mainly 
11 point. Ordinary newsprint is in 7 to g point and the telephone directory 
is printed in 6 point. Newspaper column headings are 36 point and banner 
headlines 48 point. These examples will give the ordinary reader some idea 
of the problems of type size. Obviously books printed in 14- or 18-point 
type will be much larger and heavier than ordinary school books. Magni- 
fying devices, with or without special illumination incorporated, may enable 
the child to read 8-, 10- or 12-point books. For example, a 2x lens will 
enlarge 10-point type to the equivalent of 20 point (Moffatt, 1956). 


THE ADULT 
The adult who has grown up as a partially sighted individual has been edu- 
cated to cope with his disability, but those whose sight begins to fail during 
a working lifetime are a serious, though fortunately a relatively small, prob- 
lem in social medicine. Occupations which demand a high degree of visual 
acuity cannot be continued under conditions involving failure of central 
vision and the patient may become a danger to himself and other people. 
By far the larger proportion of the partially sighted lie in the older age- 
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groups where the patient has led a normal visual life. It is surprising how 
well such patients adapt themselves to restricted activity. Simple aids such 
as a brown paper eye-shade to diminish glare, and reading lights of the 
‘anglepoise’ type are of great assistance. 

A recent review of a doctorate thesis by Karel Pameijer of Amsterdam 
on an investigation of optical corrections for enabling patients with low 
visual acuity to read has been written by Lebensohn (1960). This contains 
a certain amount of interesting technical detail concerning these devices and 
is quoted in full. 


‘In this investigation of 200 patients, optical aids were considered for only those 
patients who succeeded in reading 8-point print accurately and 6-point print with 
only occasional errors. Of those examined, 149 (75 per cent.) were enabled to reach 
this standard and of these, 128 accepted and used the optical aid. Of 35 patients 
with acuity of 3/60 to 1/60, 23 were given reading ability. With an acuity of only 
1/60, an illuminated spectacle magnifier of 10x to 12x magnification is necessary. 
If this proves ineffective, no further magnification is of value. 

Of the 200 patients, 75 per cent. were over 40 years of age. Of these, the largest 
group had senile macular degeneration and only half could be adequately helped. 
However, all 17 cases of juvenile macular degeneration responded well, though 
30 per cent. refused the indicated aid. The stand magnifier, available with aspherical 
lenses in 2x, 3x, 5x, and 7.5x magnification (Igard), proved to be the most acceptable 
instrument, especially with older persons (81 cases). A typist can place the stand 
magnifier on the reading matter, leaving both hands free for typing. The semi- 
spherical glass loupe (Dutch Visolett, 1.8x M.) is of advantage to those with 6/60 
or more acuity, particularly if reading is best in diffuse light as with nuclear cataract 
and cloudy cornea. Illuminated stand magnifiers are available in high magnifications 
8x, 10x, 12x (Keeler). Hand magnifiers up to + 20D. have a special field of useful- 
ness. With one the patient can read maps at 20 inches, conveniently check the work 
in the typewriter or read a book in an easy chair. 

While a strong monocular plus lens can be prescribed for young intelligent 
persons, older patients rarely succeed in maintaining a steady focus. The practical 
limit of a high plus correction is + 32D. (plastic aspherical). In weaker powers the 
clerical form recommended by Fonda is preferable as it allows the reader to look 
about the room. Only one pair of telescopic spectacles was prescribed as an aid to 
near vision. For stationary use for distant vision, the De Wohler telescopic spec- 
tacles give the highest magnification, 3.5x, and can compensate a spherical refractive 
error of +5.0D. to —5.0D. by adjustment of the objective’. 


Tremor is an important source of difficulty in elderly patients which 
makes the use of high magnification unsatisfactory. They are very dependent 
upon definition and effective lighting, a subject which is dealt with in 
another article in this symposium (Weston, 1960). An important source of 
consolation to the elderly blind, with loss of central vision due to macular 
change, is that they rarely go completely blind. Vision sufficient for getting 
out and about is usually retained throughout life, and in my practice I 
stress this fortunate fact. 
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LIGHTING AND VISION 


By H. C. WESTON, O.B.E., F.I.E.S. 
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Optics, Institute of Ophthalmology 


By the techniques of scientific research and many experiments, knowledge 
of the dependence of visual capacities upon conditions of lighting has been 
much augmented in modern times. It has become more detailed and more 
precise though not yet exhaustive. The subject can be dealt with in quantita- 
tive terms. The characteristics of lighting can be measured in precisely 
defined units and so can certain visual capacities such as acuity and differen- 
tial brightness and colour sensitivity. It is possible to prescribe standards of 
lighting for various purposes and standards of vision too. As is well known 
some standards of vision have been applied for a long time with respect to 
candidates for certain Services, but mandatory standards of lighting are more 
recent: those relating to factories were not prescribed until 1941 and others 
are still more recent. Besides these, an attempt is made by some large 
employers to grade their personnel on a visual basis by means of screening 
tests so that they may be allocated, so far as possible, to jobs for which their 
visual capacities are known to be adequate. There are also ‘codes’ of recom- 
mended lighting practice, such as that issued by the Illuminating Engineer- 
ing Society in this country. The conditions of lighting recommended in 
codes of this kind are those favourable for the prevention of actual ill-effects, 
such as debilitating and irritating stresses of body and mind—as well as 
accidents—which can result from difficulties in seeing. Their full objective, 
however, is better than this: it is to ensure a luminous environment which is 
likely to be positively conducive to well-being. 

Undoubtedly dis-ease of the eyes and of the perceptive mind due to in- 
sufficient and otherwise unsuitable lighting is still fairly common. Some- 
times it is temporarily unavoidable but if it is chronic, because of habitual 
exposure to poor lighting, then there is impairment of health even though 
no clinical disease of the eyes ensues. Fortunately, although there is still 
much of it, the prevalence of faulty lighting has decreased in recent years 
owing to the number of new buildings erected with adequate fenestration 
and modern installations for artificial lighting as well as to the re-lighting of 
many other buildings—including dwellings—with the more efficient light 
sources that are now available. The cost of artificial lighting per unit of 
illumination is one of the few costs that have gone down instead of up, and 
this factor, together with a general insistence upon better amenities, has 
undoubtedly operated to bring about better lighting, particularly in places 
of work. Unfortunately, the general artificial lighting of many hospitals and 
general practitioners’ premises is not of the best. 
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OPERATING THEATRE LIGHTING 
Although vision is as good as it can be in bright natural lighting it can be 
equally good in artificial lighting if need be. In fact it is impracticable to 
design buildings so that the level of daylight illumination in them is likely 


Fic. 1.—One of the two egg-shaped operating theatres in the new Department of Surgical 
Neurology at the Western General Hospital, Edinburgh. 


to be as high as is desirable for some practical visual tasks, except for short 
periods near the windows. Although there is naturally a general preference 
for daylighting when it suffices for comfortable seeing, it can be, and has 
been, argued that the provision of windows as light sources is unnecessary 
where they cannot be effective and continuous dependence upon artificial 
lighting is essential for sustaining critical vision. 

This is not unreasonable and an outstanding example of the omission of 
windows exists in the operating theatres of the new department of surgical 
neurology at the Edinburgh Western General Hospital (fig. 1). These 
theatres are equipped only with artificial lighting, no fewer than 18 general 
lighting units together with 59 special operating lighting units being in- 
stalled. All the light sources are recessed in the walls and the domed ceiling. 
During an operation the surgeon uses a selection of the pre-set and pre- 
focused operating lights according to his needs, and these are capable of 
illuminating the area within which he operates to a level of about 2000 
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lumens per square foot. Such a level is only obtainable outdoors on fine days 
and it is sufficient for the surgeon’s full visual capacities to be effective. 

There are other occupations which present visual tasks just as exacting as 
the surgeon’s although they may involve no similar responsibility for human 
life. For these, too, higher levels of illumination than are usually practicable 
in daylighted rooms can be advantageous but, as for delicate surgery, these 
high values can be restricted to local working areas provided the surrounding 
general illumination is not allowed to be disproportionately low. 


THE ESSENCE OF GOOD LIGHTING 

Although the finest and quickest visual discrimination is possible only with 
very strong light, not much is lost at substantially lower levels of illumination 
which are quite adequate for many purposes. Conventional ‘normal’ letter 
acuity can be got by emmetropes and many corrected ammetropes with a 
test-chart illumination as low as 2 lumens per square foot (= 2 foot-candles), 
but a level between 10 and 100 times higher is desirable if ‘real’ tasks pre- 
senting detail as small as in the Snellen 6/6 letters are to be done regularly 
with accuracy and expedition and without undue stress. 

Nevertheless, the level of illumination is not the only factor that governs 
the revealing power of lighting. In getting enough light on everything that 
needs to be seen easily it is, of course, essential to do it without glaringly 
bright light scurces—whether windows or lamps—being prominent in 
normal directions of view. Good lighting designers pay special attention to 
this important condition of lighting for good visibility. So-called ‘shadow- 
less’ lighting is by no means ideal for many purposes. ‘The texture and form 
of objects is usually best revealed by lighting which has directional com- 
ponents able to cast helpful shadows but, of course, dense obscuring shadows 
must be avoided. 


LIGHTING AND AGEING 

It has been suggested (Sheldon, 1948) that the avoidance of falls by elderly 
people is more dependent upon information from the eyes than is the case 
earlier in life because of the relative loss of other sensory data relevant to 
the maintenance of balance. Yet in old people the visuo-sensory system is a 
partaker of their general decline; it is not exempt from involutionary 
changes. Peripheral impediments, such as discoloration of the lens, clouding 
of the ocular media, constriction of the pupil and perhaps some retinal 
degeneration, together with central impediments that slow down the or- 
ganization of attenuated sensory material on which responses have to be 
based, point the need for stronger visual stimuli. Hence, elderly people need 
particularly good lighting although it is often not available to them where it 
is most needed. 

Elsewhere (Weston, 1948, 1949) I have published data showing that the 
performance of some visual tasks is slowed down as age advances even when 
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what has to be seen is made much brighter than is necessary for youthful 
observers. Full compensation for the ageing of the visual system may not be 
possible, even in late middle life, by the joint operation of optically nullifying 
the recession of the near point and providing particularly good lighting. Yet 
both of these measures are desirable. The need for ‘more light’—so vainly 





Fic. 2.—Modern fluorescent lighting of a kitchen by means of a suspended luminous 
lay-light. The general lighting in small consulting and in waiting rooms could be 
provided in this way. (By courtesy of Courtney Pope (Electrical) Ltd.) 


called for by the dying Goethe—grows insidiously through adult life and 
should be met as far as possible as it becomes distinctly felt. 


FLUORESCENT LIGHTING 
There is now widespread use of tubular (sometimes called ‘strip’) fluorescent 
lamps for artificial lighting in shops, offices, factories and other buildings, as 
well as for lighting main shopping streets in urban areas. Domestic use of 
these lamps is, as yet, far less extensive, their use in dwellings being often 
confined to kitchens (fig. 2). The light output of these lamps is three to four 
times as much as that of ordinary incandescent filament electric lamps and 
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their useful life is about five times as long. It is the development of these 
lamps that has made possible substantial improvement in the levels of 
illumination provided in many places of employment without increasing the 
consumption of electrical energy and the cost of lamp renewals. But it is a 
matter of lighting history that every new light source has been accused, in 
its early days, of causing ill-effects—even to the extent of ‘ruining the sight’. 
Fluorescent lamps are no exception to the rule. Their use has been said to 
cause conjunctivitis and a variety of other ocular complaints and to be 
capable of causing even such conditions as vitamin deficiency, alopecia and 
sterility! It may be said at once that no causal connexion between fluorescent 
lighting and any of these conditions has been established. Riddell (1954) has 
pointed out that there is no ophthalmological evidence to show that this 
form of lighting is harmful to the eyes. So-called ‘eyestrain’ is another mat- 
ter. This may be caused by any illuminant, including daylight, when the 
light is too weak or is unsuitably distributed over the objects of view, or 
when it illuminates the eyes directly much more strongly than it lights 
whatever the eyes are striving to see. Such conditions are malapropos. They 
are present when ‘bad light stops play’, as well as in bad artificial lighting 
whatever may be the kind of lamp used. 

But fluorescent lamps are very different from ordinary electric lamps in 
several ways and there is not only an understandable popular ignorance about 
how they ‘work’ but, in consequence of this, some people regard fluorescent 
lighting as an indefinable hazard to health or they have specific misconcep- 
tions about it. It is from the small minority of people of this kind that the 
medical practitioner may get patients complaining of disorders which they 
attribute to exposure to fluorescent lighting—usually at work. In view of 
this, and because there is no doubt that this form of lighting will become 
even more prevalent and has come to stay for a long time, some further 
remarks about it seem desirable. 


THE NATURE OF FLUORESCENT LIGHTING 

The fundamental difference between tubular fluorescent lamps and ordinary 
electric lamps is in the process of light production. It is readily apparent 
that the light emitted by the ordinary lamps is due to a filament being 
heated to incandescence by the passage of a current of electricity through it. 
The light has a continuous spectrum, that is to say, it comprises radiations 
of all the wave-lengths which excite visual sensations although the effective 
radiant energy at these different wave-lengths is not apportioned exactly 
as it is in natural daylight. In fact, the ordinary tungsten filament lamp emits 
light which has relatively more energy at the red end of the spectrum than 
daylight has. 

The process of light production by fluorescent lamps is not so direct and 
certainly not obvious. In this case there is a kind of filament or heater coil at 
each end of the tube but there is no tangible connexion between these end 
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electrodes. The space between them is filled by a column of mercury vapour 
under low pressure. When the current to the lamp is switched on, the end 
electrodes are heated and they emit electrons which collide with electrons of 
the mercury atoms and cause emission of short-wave radiation in the tube. 
Some of this radiation is faintly luminous but much of it is of wave-lengths 
shorter than any that have the properties of light. These ultra-violet radia- 
tions are absorbed by the layer of fluorescent matérial or phosphor with which 
the interior of the glass lamp tube is lined. This phosphor converts the in- 
visible radiations it receives into radiations of longer wave-lengths which are 
those of light. Thus the activated phosphor lining of a fluorescent tube is the 
counterpart of the incandescent filament in an ordinary electric lamp but, 
instead of being heated to incandescence, it is irradiated to fluorescence. 
And, like the light emitted by an incandescent filament, that emitted by the 
phosphor has a continuous spectrum. The distribution of energy within the 
spectrum, and hence the ‘colour’ of the light, depends upon the particular 
phosphor or combination of phosphors used in the lamp. 


THE U-V CONTENT OF FLUORESCENT LIGHTING 

One of the misconceptions about these lamps that has led some people to 
regard them with apprehension, or as the cause of ocular and other ill-effects, 
arises from the fact that they do contain ultra-violet radiations. But ‘contain’ 
is the operative word. No ultra-violet radiations of shorter wave-lengths than 
those in the ‘erythemal band’ present in sun and sky shine are emitted from 
fluorescent tubes, because the glass used in making these lamps does not 
transmit such radiations. ‘The amount of erythemal radiation is negligible. 
I have exposed persons ordinarily very liable to sunburn to prolonged and 
intense radiation from fluorescent lamps without any trace of sunburn being 
produced. Of longer wave-length—and still less harmful—ultra-violet 
radiation associated with fluorescent lamps, a little is emitted which is in the 
near visible wave-band. Fairly strong radiation of this kind causes the 
crystalline lens to fluoresce and it has a similar effect upon detergents and 
some other substances. This effect is only noticeable when the radiation is 
produced by a so-called ‘black lamp’ which emits very little visible light to 
mask it. Ordinarily this near-visible radiation is a more profuse constituent 
of daylight than of fluorescent light and in both cases it is innocuous. 


FLUORESCENT ‘FLICKER’ 
Another point that should be mentioned is that the light output of electric 
lamps run on the standard AC electricity supply fluctuates slightly 100 times 
a second. With filament lamps this cyclic variation of light due to the 
alternating current is usually imperceptible because the filament never cools 
completely. With fluorescent lamps, instead of the thermal inertia of a 
filament, there is the afterglow of the phosphors to maintain continuity of 
light output and, in any case, the persistence of vision is such that no flicker 





STS SP Ee ae 


LIGHTING AND VISION 53 


is usually apparent when light fluctuates at as high a frequency as 100 per 
second. However, flicker can sometimes be noticed at the extremities of 
fluorescent lamps if these are not covered by end shields. It is usually only 
seen extra-foveally and, although most people are not at all disturbed by it, 
a few are hypersensitive and do not tolerate it without complaint of some 
distress. If a lamp flickers irregularly this is always due to some defect of the 
particular lamp or circuit which should be remedied, or to unusual 


fluctuations of the supply voltage. 


RANGE OF FLUORESCENT LAMPS 

When the same level of illumination is provided by fluorescent as by 
ordinary electric lighting the same facility of vision appears to be obtained, 
But for some purposes vision may be facilitated more by one illuminant than 
by another because the spectral composition, or ‘colour quality’, of one may 
be more effective than the other in rendering the colours of certain illu- 
minated objects. Fluorescent lamps are available which emit light closely 
resembling varieties of natural daylight in colour quality and these are par- 
ticularly suitable for supplementing inadequate daylight at places of work. 
One of the merits of fluorescent lighting is that a choice of colour quality is 
possible to suit different purposes and different tastes without the use of 
filters. The cosmetic effects of some fluorescent lights has been the real 
reason underlying some of the complaints of ill-effects made by office and 
other workers. ‘The range of standard fluorescent lamps now marketed 
includes some that have been developed specially to give acceptable colour 
rendering of foodstuffs and of the human complexion. 


SODIUM AND MERCURY STREET LIGHTING 

It is doubtful whether any of the other kinds of electric discharge lighting 
now in common use, such as the amber sodium lighting and the green-blue 
mercury lighting chiefly used in streets, are likely to bring problems to the 
medical practitioner. Sodium street lighting has certainly upset a number of 
people on esthetic grounds, but its operating costs are relatively low and in 
spite of its distortion of colours its revealing power is good. It has no 
ophthalmological ill-effects, is generally less glaring than some other forms 
of street lighting and is probably more helpful to presbyopes than is mercury 
street lighting. 
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THE PLACE OF 
STAPES MOBILIZATION 
IN THE RELIEF OF DEAFNESS 


By E. H. MILES FOXEN, F.R.C.S., D.L.O. 


Ear, Nose and Throat Surgeon, Westminster Hospital 


Stapes mobilization as a means of relieving deafness was introduced into 
the otologist’s armamentarium by Samuel Rosen in 1952. Since then many 
thousands of such operations have been performed, and many variations 
have been elaborated from the original theme. The time therefore seems 
ripe for a review of the subject, particularly with a view to helping the 
practitioner to answer the many questions which may be put to him by his 
patients. What kind of deafness is likely to be relieved by so minor a 
procedure? What are the chances of success? What of the price in terms of 
discomfort and loss of time? What is the likely duration of improvement and 
the risk of complications? 


INDICATIONS 
Every case of deafness may be placed in one of two main groups: the per- 
ceptive group, or the conductive group. This is a most useful and basic 


concept, for with its application every physician may with confidence 





Perceptive Conductive 
1. Senile Conditions of external ear 
2. Infection and neuropathy of internal . Conditions of the tympanic membrane 
ear and eighth nerve 
3. Trauma of internal ear and eighth | 3. Otosclerosis 
nerve 
4. Méniére’s disease 4. Catarrhal otitis media with adhesions 
5. ‘Tumours of eighth nerve 5. Conditions of the ossicles 











TABLE 1.—The two groups to which all cases of deafness may be assigned. 


envisage in outline the type of treatment required and the likely prognosis 
in each of his deaf patients. In table I are listed, in their respective groups, 
some of the main causes of deafness. Otosclerosis, catarrhal otitis media, 
with adhesions, and abnormal conditions of the ossicles (e.g. dislocations) 
are the conditions which, par excellence, lend themselves to treatment by 
modern mobilization methods. As otosclerosis is by far the most common 
condition coming to surgery, and, fortunately, the most amenable to surgical 
treatment, a brief summary of the pathology and clinical picture will now 
be given. 
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OTOSCLEROSIS 
Pathology.—Otosclerotic deafness is caused by the formation of new spongy 
bone in the region of the footplate of the stapes, ankylosing this hinged, and 
normally mobile, structure, and preventing the vibrations of the tympanic 
membrane from ever reaching the organ of Corti (fig. 1, 2). 

History.—The onset of deafness usually occurs between the ages of 15 
and 30 years. There is a strong familial tendency, and women are affected 
approximately twice as often as males. Pregnancy in otosclerotic women is 
liable, in some cases, to be associated with a marked increase in the deafness. 

The deafness in otosclerosis is first noticed in one ear, this same ear re- 
maining more deaf throughout life, or until surgical treatment reverses the 


WALLEUS LATERAL 
SEMICIRCULAR CANAL 


FACIAL NERVE 


TYMPANIC 


SENDRANE FORAMEN OVALE 





ORGAN OF CORT! 
FORAWEN ROTUNOUS 
Fic. 2.—Diagram to show oto- 
sclerotic bone around the 
Fic. 1.—Diagram to show the external, middle, stapedial footplate, sealing 
and internal ear. he cochlea has been the latter into the oval 
straightened and simplified window. 


position. Tinnitus is often present, and occasionally more troublesome to 
the patient than the deafness. Paracusis, or the ability to hear conversation 
more easily in noisy surroundings, is a feature of many otosclerotics, and 
its presence is welcomed by the surgeon, for it denotes a normally function- 
ing internal ear which will tolerate amplification. It portends a good result 
following surgical treatment. 

Examination.—On clinical examination the tympanic membranes are 
usually found to be normal, though in rapidly progressive cases there may 
be so much hyperemia of the medial wall of the middle-ear cavity that the 
drumhead itself may appear to have a reddish tinge. This is known as 
Schwartze’s sign, and its presence is a source of disappointment to the sur- 
geon, for it is seldom associated with a successful result, and any improve- 
ment is liable to be short-lived. Of course, the ear under inspection may 
have been the seat of previous otitis media, in which case there might be 
scars, or chalk deposits, or even a perforation, for middle-ear infection and 
otosclerosis may coexist. 
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Tuning forks.—(1) Rinne’s test is strongly negative, conduction by bone 
being better than by air. (2) When the meatal canals of both examiner and 
patient are carefully occluded, and the absolute bone conduction of one is 
compared with that of the other, there may be no appreciable difference, 
signifying excellent bone conduction in the patient (provided the examiner 
is not suffering from an abnormal condition of the internal ear or senile 


HEARING LOSS IN DECIBLES 


HEARING LOSS IN DECIBELS 
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;. 3.—Audiogram showing excellent bone BONE CONDUCTION: RIGHTsC LEFT# 9 
conduction in both ears, and good ‘air- Fic. 4.—Audiogram showing poor bone con- 
bone’ gaps. A good result would be ex- duction. A good result could not be ex- 
pected following operative procedures. pected following operative procedures. 


deafness !). (3) The Weber is referred as a rule to the more deaf ear. (4) The 
patient’s lower tone limit is likely to be raised, in which case she may be 
unable to hear the 64 d.v.s. and 128 d.v.s. tuning forks by air conduction. 

Audiometry.—The pure-tone audiogram is regarded by almost all otolo- 
gists as the most useful single piece of documentary evidence in deciding 
the case for, or against, temporal bone surgery in deafness. The audiogram 
in figure 3 shows very satisfactory bone conduction, with a good air-bone 
gap: in a patient with such an audiogram, a great improvement in the hearing 
would be expected following mobilization or fenestration. Figure 4, on the 
other hand, depicts an audiogram which the surgeon would not find attrac- 
tive, for even if the air conduction level were brought up to the bone 
conduction level by a technically successful operation, the resulting hearing 
would be far from perfect. Such a case might be accepted as borderline for 
mobilization, but should certainly be rejected for fenestration, as the slender 
chances of improvement would preclude a major operation. 


ADHESIVE DEAFNESS 
Adhesive deafness resulting from untreated serous otitis media is seen less 
often than hitherto, owing to the use of antibiotics, and the vigilance exerted 
by practitioners in their care of the upper respiratory tracts of young people. 
Gone are the days when children were brought by the dozen to hospital 
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The right tvmpanic n embrane before the injection of analgesic (1) External auditory meatus; 


(2) Handle of malleus; (3) Cone « ght; (4) Periphery of tympanic membrane 


6.—The right tympanic membr: after ti i (1) Handle of malleus; (2) Bleb 


of analgesic 
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Fic. 7.—The incision, nearly completed: (1) Handle of malleus; (2) Periphery of tympanic membrane; 


(3) Incision; (4) Part of incision not yet made 


Fic. 8.—Reflection of tympanic membrane, nearly completed: (1) Elevated edge of tympano-meatal 


flap; (2) Air-bubble from middle ear; (3) Denuded bony external meatus 
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| J 


Fic. 9.—Middle-ear structures: | yng process of incus; (2) Head of stapes; (3) Stapedius tendon; 


(4) Posterior crus of 5 dial wall of middle-ear cavity 


Fic. 10.—Middle-ear structure 1) Long pr of incus; (2) Head of stapes; (3) Stapedius tendon; 


(4) Pyramid; (5) Chorda tympar »)) Round window niche; (7) Blood film 
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Fic. 11.—Tympanic membrane replaced: (1) Tympanic membrane; (2) Tympano-meatal flap; 


(3) Line of incision 





Fic. 12.—‘Gelfoam’ dressing: (1) ‘Gelfoam’ soaked with blood; (2) Dry ‘gelfoam’. 
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and schooi clinics—pale and miserable, with adenoidal facies, dirty noses 
and deafness. Nevertheless, these cases still occur, and we are familiar with 
the chalk patches, the atrophic and retracted tympanic membranes, and 
the healed perforations, which spell some degree of deafness. 

In such cases the hearing loss, which, by tuning fork and audiometer, is 
usually found to be conductive in type, is caused by slender but tough 
adhesions of fibrous tissue binding together the ossicles and restricting their 
movement. Stapes mobilization techniques may be applied in a selection of 
these cases, and although the results are less predictable than in otosclerosis, 
the new techniques offer the possibility of a substantial hearing improve- 
ment. 

OTHER INDICATIONS 

From time to time cases of conductive deafness are seen in which no firm 
diagnosis can be made, or treatment envisaged, until the interior of the 
middle ear is actually inspected. The techniques associated with the names 
of Lempert and Rosen may now be employed for this very purpose: the 
direct scrutiny of the middle-ear cavity under magnification. So it is that 
relief from deafness may be achieved in traumatic ossicular dislocation and 
other obscure conditions which hitherto would have been regarded as 
hopeless enigmas in respect of both diagnosis and treatment. 


ANESTHESIA 
The operation may be performed under local analgesia, achieved by injecting 
1 to 2 ml. of 2 per cent. ‘xylotox’ with 1 :80,000 adrenaline at several points 


under the skin of the external auditory meatus (fig. 5, 6). The degree of 
analgesia is remarkable, and the entire operation is free from pain. In fact, 
many patients state afterwards that they would choose this experience rather 
than a visit to the dental surgeon. The employment of local analgesia has 
the added advantage that the hearing may be tested at intervals throughout 
the operation. Nevertheless, there are many patients who prefer ‘to know 
nothing about it’, and it is my practice to employ general anesthesia in 
these cases. 
OPERATION 

Incision.—There is no external incision and no need for skin preparation 
or shaving. 

The incision is made in the skin of the posterior aspect of the external auditory 
meatus, a few millimetres from the edge of the tympanic membrane, from 12 o’clock 
to 6 o’clock (fig. 7). The collar of skin medial to this incision is now gently elevated 
until the edge of the tympanic membrane is reached. At this point the mucous 
membrane lining the middle-ear cavity is exposed, and when this thin membrane 
has been divided, the skin collar and the posterior half of the tympanic membrane, 
with which it is in continuity, may be lifted forwards and laid across the handle of 
the malleus (fig. 8). The contents of the posterior part of the tympanic cavity have 
now been displayed without any injury to the tympanic membrane (fig. 9, 10). 

Magnification.—The actual mobilization is carried out with the aid of a 
binocular operating microscope. 

The Zeiss instrument, with Contax camera attachment, may be set up and adjusted 
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with great facility, and gives a choice of magnifications, though a magnification of 
10 to 16 diameters is adequate for the preliminary stages of mobilization. 


Mobilization.—Fine seekers are applied to the tip of the long process of 
the incus, and the head and neck of the stapes, first testing the mobility of 
these structures, and then, by dint of gentle pressure an attempt is made to 
rock the stapes about its footplate, and free it from the embraces of oto- 
sclerotic bone. In some cases mobility is achieved easily, often with an 
immediate improvement in the hearing. But in others attempts at mobiliza- 
tion by these relatively simple methods have to be abandoned, as increasing 
pressure on the neck of the stapes would imperil the slender anterior crus, or 
perhaps result in a fracture of both stapedial crura. In cases such as these a 
direct attack is made on the footplate in the form of an attempt to remove the 
surrounding masses of abnormal tissue and prise it loose. 

When it has been decided that no further manipulations are necessary, 
the tympanic membrane and its attached skin collar are laid back in their 
original position (fig. 11) and dressed with a little ‘gelfoam’ (fig. 12) which 
is retained by a strip of narrow ribbon gauze. 

Postoperative care.—The gauze strip is removed on the second post- 
operative day, and the patient is usually discharged on the fourth or fifth 
day. No particular treatment is required—in fact manipulations and mopping 
of the meatus are likely to introduce sepsis and are to be discouraged. Ears 
are best left alone after surgical intervention, but the ancient traditions of 
dressing and re-dressing, mopping, and the use of ear-drops, are not easy 
to eradicate. 

New methods.—There is a certain hard core of cases in which simple 
mobilization procedures seem doomed to failure, usually because the crura 
and footplate of the stapes have become completely enveloped, and even 
pervaded, by otosclerotic bone. For this reason surgeons have been stimu- 
lated to introduce many variations since the original techniques were 
described, and, at the time of writing, intensive studies of new methods of 
mobilization are being made in most otological centres. These include 
measures designed to mobilize a portion of the footplate, and, more recently, 
to remove the footplate and replace it by a vein graft. 

Complications.—In spite of the many thousands of times stapes mobiliza- 
tion procedures have been carried out, surprisingly few complications have 
been reported. In my own experience there has been an occasional mild 
otitis media, which has responded rapidly to antibiotic therapy. There have 
also been transient facial pareses, which have been due to the local spread of 
the analgesic agent, and have cleared up completely as soon as this has 
passed off—about four or five hours after the operation. 


RESULTS 
Factors influencing result—The result in any individual patient is influenced 
by a number of factors. The age, not of the patient, but of the otosclerotic 
process, is of considerable significance. In many patients, in whom deafness 
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has been present for a few years only, the stapes is readily mobilized, and a 
dramatic hearing improvement follows. This happy outcome, however, 
cannot always be anticipated, as one may be dealing with a rapidly progres- 
sive form of the disease where much new bone formation has taken place in 
a relatively short time. Schwartze’s sign, already referred to, may be present. 
Conversely, in patients in whom the deafness has been present for a long 
period, it is more likely that the stapes will be firmly fixed and difficult to 
mobilize, but, again, there are exceptions—this time favourable ones. 

With increasing age there is a greater likelihood of an inner ear, or per- 
ceptive element, in the deafness, and with it a narrowing of the all-important 
air-bone gap (fig. 4), and lowering of the ‘ceiling’ of possible improvement. 
Nevertheless, some patients of advanced years have remarkably good bone 
conduction, and age alone does not preclude a good result. 

There are numerous other factors which have some bearing on the result: 
e.g. the anatomical configuration of the external meatus and middle ear, the 
presence of exostoses of the meatus, the presence of unsuspected adhesions 
resulting from previous otitis media, the possibility of obstruction in the 
round window. 


THE FINAL POSITION 
It has generally been considered that approximately one-third of the cases 
submitted for operation obtain an extremely useful, and sometimes dramatic, 
hearing improvement, which is likely to be permanent, one-third a slight 
improvement, and one-third no improvement. By modern standards this 
estimate is too modest, and with the introduction of the recent footplate 
techniques more favourable results may be obtained. 

What of the case in which the result is disappointing, with an unsatis- 
factory hearing gain? One of the most valuable features of the mobilization 
procedure is that its performance in no way precludes fenestration of the 
labyrinth at a later date in the same ear, if this more major operation is 
considered necessary. ‘The attempt at stapes mobilization is the first step in 
the relief of many forms of conduction deafness. If it succeeds—so well and 
good. If not—fenestration may be performed at a later date. 


I wish to thank Dr. Peter Hansell and Mrs. Patricia Cunningham, of the 
Department of Medical Photography of Westminster Hospital, for the illustrations. 


I am also most grateful to Deutsche Hoffmann—La Roche Aktiengesellschaft for 
the manufacture and loan of the colour blocks, prepared from photographs taken 
with the aid of the Zeiss Otoscope and Contax camera attachment in Westminster 
Hospital. 





‘THERE IS NOTHING THE MATTER 
WITH YOUR CHILD’ 


A STUDY IN EMOTIONAL DISTURBANCE 


By A. WHITE FRANKLIN, M.B., F.R.C.P. 
Physician, Children’s Department, St. Bartholomew's Hospital 


ONCE upon a time the doctor greatly comforted parents by saying: “There is 
nothing the matter with your child. I have heard the history. I have made a 
careful clinical examination. I am satisfied’. The parents’ ‘you have taken 
a load off our minds; this is what we hoped you'd say’ was the response. 
And, if the doctor was a good one, everyone lived happily ever after. 


THE PROBLEM 
Times have changed. First the doctor cannot diagnose good health with 
such abandoned dogmatism. A man of integrity and trained in science, he 
knows the narrow limitations of the clinical method. He himself may need 
much laboratory and radiological work before his own doubts are settled. 
Secondly, whilst some parents can still be easily reassured, many others find 
in the news that there is no organic disease not comfort but alarm. As they 
look warily at the doctor, they say sharply: ‘I suppose you mean it’s psycho- 
logical’. 

To the parents of today the news that the child is a psychological case 
conjures up the twin spectres of guilt for their failure to have brought him 
up properly and fear of the juvenile court or the mental hospital. On the 
way the prospect of child guidance treatment presents the probability of 
much delving into their lives by psychiatric social workers and doctors, and 
perhaps the need to face things on which they have preferred to turn 
their backs. 

The doctor, too loosely agreeing that it is psychological, or accepting the 
parents’ suggestion without demur, usually does not mean what the parents 
mean. Sometimes the problem is a serious psychiatric one, but for the 
pediatrician or the family doctor this is not usually so. A normal child may 
be reacting to emotional strain in a quite normal way. The definition of the 
words ‘functional’, ‘psychological’, ‘emotional’, is difficult but they all carry 
important meanings with the complicated overtones and associations implicit 
in language. Functional in this context is almost a scientific term with which 
the layman has little concern. Psychological troubles are queer, that is to say 
normal people do not or should not, in lay eyes, have psychological diffi- 
culties. But everyone knows that emotion is part of life and when men no 
longer have emotions they might as well be dead. Because emotional strain 
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is most commonly the cause of behaviour disorder in young children 
‘emotional’ is the best descriptive word. 

Three cases of children with no organic disease are described to show 
the course of events when the parents were told that there was nothing 
the matter. 

EMOTIONAL MALADJUSTMENT 

Patricia, aged 5 years, was seen at the request of a cautious otorhinolaryngologist, 
who had himself been called in to decide whether an operation on tonsils or adenoids 
could cure a chronic cough. The immediate problem was an acute influenzal illness 
starting four days earlier, with malaise, fever up to 103°F. (39.4°C.), and a terribly 
noisy cough. Patricia had not been well for about a year, with respiratory symptoms, 
noisy paroxysmal night cough, mouth-breathing and snoring. Nasal discharge 
when present had been mucoid with considerable difficulty in nasal breathing. The 
parents had wondered about asthma. They’ were referred to a London teaching 
hospital which they attended regularly for eight months, being repeatedly assured 
that there was nothing the matter. Ephedrine nose-drops were recommended but 
Patricia fought against their use. The parents asked several times for x-rays to be 
taken, and the pediatrician said that this was unnecessary. When pressed he 
reiterated that there really was nothing wrong, but agreed that she was a psychologi- 
cal case. 

When I saw the girl in hospital she greeted me with intense, repeated, noisy 
coughs. She curled up in bed and drew the covers over herself. This was her usual 
method with nurses and doctors and, in hospital, with her own parents. With 
patience she was examined. Positive findings were a small size, fever and red tonsils 
and fauces with palpable cervical lymph nodes. Chest x-rays were clear, and a throat 
swab was sterile. She was given ephedrine, } grain (15 mg.), with phenobarbitone, 
4 grain (30 mg.), night and morning. The pyrexia persisted, no clinical improvement 
followed and after forty-eight hours’ observation she was given tetracycline, 62.5 mg., 
eight-hourly for a week. She improved greatly and on the third day went home to 
finish treatment there. One week later, at home, she was afebrile, all smiles, friendly 
and cooperative, and her cough had vanished. A year later she remains well. 

What was really wrong and what had actually happened? The clues are to 
be found in the full history of her case. She was the welcomed child of young 
parents, the mother somewhat immature, the father not yet established and 
sharing a divided house with two sets of grandparents. All, but especially the 
maternal grandfather, had strong views on children. Everything went 
smoothly at first, despite bronchitis at three weeks and again at six months, 
The mother claimed that the troubles began with the cough at the age of 4, 
one year earlier. ‘This was not the whole truth; the mother did not try to 
deceive, but had not realized the way in which her problems grew—some- 
thing she may have shared with her previous doctors. Three common 
problems had in fact been present: a bowel problem, an appetite problem 
and latterly the cough problem. At six months when Patricia began mixed 
feeding the motions became formed and hard. ‘The mother’s concern led to 
long sessions on the pot repeated through each day, with one motion two 
or three times a week. Glycerin suppositories led to fights and screams, 
‘syrup of figs’ to abdominal pain, the whole situation to mounting anxiety. 
At a year the feeding problem began. Attempts to discipline Patricia over 
meals had not been successful. Months of pressure, exhortation, forced 
feeding and prolonged mealtimes made matters worse and for the last two 
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years she had had to be dragged by main force to the table, where she 
refused breakfast, took one hour over dinner, complained of the food and 
by her difficult and unreasonable behaviour easily reduced the mother to 
tears. Extra effort was made to give ‘all bran’, prunes, and green vegetables _ 
to help the bowels. When Patricia was three years old the mother had a 

miscarriage at six months and now says that she took a year to recover from 
her grief. (Three months ago the much wanted son was born.) 

The father’s attitude was one of great anxiety about his daughter, dearly 
loved, and the feeling that somehow his wife, also dearly loved, was failing 
in her job, a view encouraged by his own aged father. This critical attitude 
still further worried the mother, wearied as she was with trying to help her 
daughter and frustrated by her obvious failure. 

Set in this context the noisy night cough can be seen, not as ‘nothing 
wrong’ but as taking its place in a sequence of gathering problems all 
inducing intense anxiety and tension. Reassurance that the cough is not 
evidence of serious lung disease is seldom possible without a chest x-ray 
and even with one will not lead to improvement unless the parents are told 
the real nature of their problem and are prepared to believe and to accept it. 
When first spoken to they were on the defensive. ‘We have been told it is a 
psychological case’ they said, and from this they had assumed that their 
child was odd and peculiar. Reassurance about organic disease in terms which 
seemed to point to psychological abnormality had increased the anxiety 
which was the root cause of the persisting symptoms. Not all parents 
understand that such behaviour disturbances as these, refusal to defzcate, 
refusal to enjoy food, nervous cough and asthma-like symptoms, are normal 
reactions for many children who are in emotional trouble. Once this fact is 
grasped, the parents can be parted from their tensions, but detailed advice 
that will lead to a happy day is usually needed to complete the cure. 

In this type of case, as in many cases of childhood asthma, a wide view 
must be taken of the child and of the child’s life at home, at school and in 
the world. Associated problems in management and in behaviour must be 
brought to light, and their place explained in the total picture. Detailed 
information about what the various problems presented mean and detailed 
instructions about how each one is to be handled are essential. Furthermore, 
the parents must be prepared to accept the explanations and the instructions, 
because great patience is usually needed before real improvement follows. 
Sometimes the case founders because the doctor’s explanation angers the 
parents, or because they feel that he does not take the symptoms seriously 
enough or because his examination lacks thoroughness, or laboratory and 
radiological aids. If only parents can accept reassurance about organic disease 
and then an understandable account of how the symptoms have arisen, 
emotional tensions diminish and long-lasting clinical improvements follow 
without deeper inquiry into the psychiatric aspects of family relationships. 
That this is not always sufficient, however, is illustrated by the second case. 
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PSYCHOLOGICAL MALADJUSTMENT 

John, now aged 9 years, was first seen at the age of 7 on account of vomiting in 
attacks which he had had periodically for five years. He is the only boy and the third 
of four children. The parents had become convinced that he had appendicitis and 
were very anxious indeed to have his appendix removed. The mother had had 
migraine for years. The diagnosis was clearly cyclical vomiting. Two possible sources 
of strain emerged : poor school work stated by his headmaster to be very much below 
standard, and home difficulties. The mother, daughter of a wealthy self-made man, 
had married a man of weak character, socially superior, but content to live idly on 
his wife’s income. In return he had to toe her rather definite line. The mother gave 
the impression of a hard woman not displaying affection for husband or son. The 
history was given piecemeal, a duet by mother and father more in discord than 
in unison. 

A complete overhaul with full laboratory tests seemed to be necessary to convince 
the parents that there was no organic disease and certainly no appendicitis. When it 
was over the father wrote: ‘Strangely enough he has never been better since he has 
had his examinations and has even put on weight’. The father’s interpretation was 
that John, who must have been worrying about his own health, now felt reassured. 

Alas! the case had not been sufficiently explored, explained or helped. 

A year later the father wrote to report that, whilst John’s old troubles had gone, 
he was now mouth-breathing a lot and was inclined to be deaf. He had therefore 
consulted an otorhinolaryngologist who said that adenoids should be removed, 
suggesting that the tonsils might as well be taken out too, although there was no 
history of tonsillitis. The operation was performed privately as an emergency. This 
was the first indication to the family doctor that any respiratory problem existed— 
but not the last. During the next school term John caught a cold and in the holidays 
returned to his otorhinolaryngologist who, in consultation with another pediatrician, 
found that there was ‘catarrhal trouble in his chest x-ray, and that both sinuses were 
thoroughly opaque’. These are now being repeatedly washed out and, although no 
respiratory symptoms were present until a few weeks before his tonsils and adenoids 
were removed, a combination of sinus and chest infection is being blamed for his 
long-standing failures at school. The question of going to school in Switzerland 
was being considered. Is it too fantastic to think that his respiratory difficulties are 
now the result of an unnecessary operation and—even more sinister—that his 
mother was determined that he should have an operation? Baulked of the appen- 
dicectomy, she settled for the tonsillectomy. 


While I was considering these interesting possibilities I received a letter 
from a family doctor about another case, to which he added this remarkable 


postscript :— 

‘I care for a family where the youngest child, aged 11, is mercilessly harried by 
his mother over his work. He is particularly bright. His nose always runs and he 
sniffs. A first-class E.N.T. consultant can see nothing. The daughter, aged 15, is 
precociously developed, and is mercilessly harried by concern over fainting in 
prayers, her periods,—everything. She is now of course far too fat, having had her 
strength kept up by Mama! The eldest child has just finished his Army service. 
Failed to obtain a commission which did Mama good. She wanted me to (1) remove 
the younger boy’s tonsils and adenoids, (2) wash out his antra, (3) remove his appen- 
dix. The daughter she wanted to have a D. and C. and her ovaries inspected surgi- 
cally, and she confessed that her elder boy had had a very severe heart disease at 
age 12—a nervous heart— now Ar in the ranks of the Army! I played my trump 
card one day and asked her: ‘Madam, what have you done that makes you feel so 
guilty that you must offer up your children as blood sacrifices?”’. Strangely, very 
strangely, they have not gone elsewhere, and she has at last stopped fussing, I think 
and believe’. 

Failure to help John rested on an underestimate of the mother’s determina- 
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tion to do something to him, and a little on vanity in supposing that they 
would return for further consultation when the next trouble arose. 

In the first case, the child was reacting to the gathering intensity of 
anxiety, and simple instruction led to rapid improvement. In the second case 
there are probably serious underlying psychological problems involving 
mother, father and child. The parents would certainly resist psychiatric help. 
In the following case one function, defecation, has become disturbed to the 
point of failure. 


FUNCTIONAL MALADJUSTMENT 

Irene, aged 4 years, was referred by a proctologist who had been asked to investigate 
her to find the cause for severe chronic constipation. Her motions were very large 
and hard and she seemed afraid to pass them. The frequency was at times twice a 
week, at times once and this was often while she was in bed asleep. She disliked 
sitting on a chamber, but would sit happily on the lavatory seat reading a comic 
paper or listening to a story for about half-an-hour, during this time making no 
effort to pass a motion. Her father had recently become rather anxious about her and 
the family doctor had been stimulated to seek a proctologist’s advice and reassurance 
that there was no organic obstruction. 

The mother had wanted a child from the time of her marriage at 26. She had 
become pregnant after three years, but the baby had died five hours after birth. 
Irene was born by Cesarean section when her mother was 34 years old. She appeared 
normal at birth, weighing 74 pounds (3.5 kg.) and was bottle-fed on National Dried 
Milk. All went well until she was changed to a cow’s milk mixture at 9 months, 
when her motions became as round and hard as marbles. A few enemas were given 
which Irene fought. At one year old the interval between motions had lengthened 
to five or six days. The family doctor prescribed glycerin suppositories without real 
improvement and then, because the mother was worrying she was referred to a 
pediatrician. He told the mother that there was ‘nothing the matter’ and recom- 
mended ‘senokot’. For some months the drug and the reassurance of this kind doctor 
resulted in improvement, but later in the second year the motions once more became 
hard and infrequent. This time liquid paraffin was given night and morning, again 
with temporary benefit. 

From the age of 1 to 4 the child attended a children’s hospital once a month, seeing 
many doctors who varied the prescriptions but who all agreed in telling the mother 
not to worry as there was nothing the matter. The interval between motions 
lengthened but was never longer than eleven days. 

The mother became increasingly depressed and in the end was only really happy 
on the days when Irene passed motions. She was not aware of anger or of fear that 
constipation would lead to serious illness such as acute appendicitis or intestinal 
obstruction. There was much conversation between the parents about Irene’s 
bowels which gradually came to occupy a dominant place in the thoughts of both 
parents. When the father returned from work in the evening he would call to his 
wife: ‘Darling, has she done it today?’ as he hung his hat in the hall. 

When Irene’s day’s routine was discussed in history taking, some other facts 
emerged. At least three times each day the child was being forcibly placed on a 
chamber to be left for half-an-hour, although only once in three years had she 
actually used the chamber. There had also since the age of one year been a growing 
mealtime problem. ‘Irene won’t eat. She drinks three-quarters of a pint of milk a 
day. Mealtimes are a nightmare’. Hours each day were being spent in battles over 
food with Irene who always emerged the victor. Again the mother denied that she 
was worrying about Irene’s poor appetite or about its possible effect on her growth. 


Despite denials the mother was clearly intensely worried: she had been 
drilled by her many physicians in the knowledge that there was nothing the 
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matter and that there was no need to worry. But the fact remained that Irene 
did not eat and did not defecate and the mother had no idea how she should 
handle these two problems as day succeeded day. She had battled away, as so 
many mothers do, with an exhausting method which showed little result and 
absolutely no improvement. In her story she resembled someone running 
hard up a moving staircase that was going down. Sometimes advancing a 
little, sometimes falling back, with great effort she just managed to keep her 
place. Perhaps the metaphor is forced, but what she had to learn was to turn 
round, go down the escalator and then embark on the one going up. The 
mother had to accept Irene’s anorexia and constipation and to learn that 
they would continue as long as she opposed them. Although repeatedly 
assured about the absence of organic disease, she had not been shown, or, if 
she had, had not accepted the idea, that functional disorders of this kind are 
not in themselves harmful and therefore need not cause anxiety. Only when 
fear of consequences is exorcized is a neutral attitude possible. And attitudes 
improve when the parents learn that these symptoms are common and not 
in any way abnormal reactions. 

Irene’s mother took a long time and many conversations before she could 
be persuaded to relax, but eventually she succeeded and now accepts the 
idea that Irene’s intake of food is small like her output of faeces. Everyone is 
much happier. Enemas and suppositories, like frenzied telephone calls to the 
doctor, are no longer necessary. Irene eats enough and her bowels move four 
or five times a week. The family is content. 


DISCUSSION 

These three cases of children with nothing physically the matter were first 
seen within a short space of time and they represent a noticeable proportion 
of the cases seen by paediatricians. They can loosely be taken also to represent 
maladjustments on the three planes, emotional, psychological and functional. 
In the first, explanation and rather detailed advice improved the situation 
and made possible a good adjustment and so a disappearance of symptoms. 
In the second, explanation and reassurance on a superficial level brought 
about a temporary cure but left untouched what was probably a much 
deeper disturbance in family relationships, hence the fresh set of symptoms. 
Accepting these as organic and treating them surgically appears only to have 
worsened matters. The third case demonstrates, not a general picture of 
ill health, but a precise functional failure. These symptoms have to be 
relieved and seen to be relieved before the parents can accept reassurance. 
This requires physical methods as well as explanation, with much time- 
consuming re-education of patient and parents. 

Such cases give rise to a number of general reflections and questions. 
First, is there any way of preventing these problems of behaviour and ill 
health from growing so big? All three were well-doctored over long periods 
of time, while anxiety and tension increased. The well-traified family doctor 
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undoubtedly prevents many of these cases from developing. The medical 
officer and the health visitor at the infant welfare clinic can also step in and 
teach parents how to handle the early stages when the difficulty first arises. 
They will none of them succeed completely if they insist that health requires 
three square meals a day, the mother judging what is square, and one motion 
daily in the chamber without fail. 

When the family has slipped through the prophylactic net and the problem 
has become many times life size, who should take over? Child guidance 
clinics and child psychiatrists seem the obvious people until the length of 
waiting lists is remembered and the delays in getting treatment for the child 
psychotics, those with serious educational difficulties and the delinquent and 
antisocial children for whom the psychiatric clinic is both essential and 
urgent. Most pediatricians are competent to deal with these cases given 
adequate time. Cases I and II described here were seen in private. Paediatric 
man-hours cost money, so that he tries to limit the number of consultations. 
But an hour is the longest time for effective discussion about problems of this 
kind and sometimes many hours are needed. 

Although the third case was seen in hospital, a special personal plan had 
to be made. An outpatient clinic designed for six new, and a dozen or 
eighteen old, patients is completely spoiled by the arrival of such a patient, 
who needs at least three-quarters of an hour as a new patient, and probably 
half-an-hour for each subsequent visit. The long patient wait for a voluntary 
motion from the child cannot usually be borne by the parents without 
access at least to telephone contact, not just with the hospital but with the 
man whom they are trusting to cure their child. To set apart some unhurried 
hospital time for long special appointments for these patients might help the 
family more and actually save time in the long run. 

A new danger has to be met in these days because parents may conclude 
that their children are psychological cases when no organic cause is found 
for the symptoms. Reassurance, the first step in treatment, demands the 
exclusion of organic disease to the satisfaction of the parents and an explana- 
tion of the reasons why the problem has grown so great. Clear and detailed 
instructions must follow about the management of the child through the 
twenty-four hours of his or her day, for usually the symptom complained of 
is only part of a much larger problem. Finally, when it is true and it usually 
is, the parents must understand that the child’s behaviour, while aggravating 
and exhausting, remains within the normal range. The parents must not 
only be reassured about the absence of organic disease but also understand 
that the child is not ‘queer in the head’. The use of the word emotional 
instead of the word psychological has the advantage of lessening rather than 
increasing anxiety, and in most cases is nearer the truth. 
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THE present status of chemotherapy in the treatment of malignant disease 
presents a tantalizing mixture of promise and disappointment. A number of 
effective cytotoxic agents is already in use, and numerous others are under 
trial. In the leukemias, apparently total remissions can be induced tem- 
porarily; among solid tumours less complete, but still striking, regression 
can be achieved, especially in lymphomas and tumours of the bronchus. 
None of these remissions, however, has yet been permanent, although in the 
leukemias life has been prolonged and apparently normal health restored 
for considerable periods. ‘The drugs used have mostly unpleasant side-effects 
and serious toxic actions and have to be used to the limits of tolerance to 
achieve the best results. 
THE PRESENT POSITION 

At the present time chemotherapy is the treatment of choice in the leu- 
kazmias, but with solid tumours it takes third place to surgery and radio- 
therapy, and is mostly reserved for cases which, because of metastatic spread 
or other considerations, are considered unsuitable for surgery, and have 
either received full dosage of irradiation or are thought unlikely to respond 
to it. Among the drugs used in the first group are busulphan, mercapto- 
purine, chlorambucil and mannomustine: in the second, apart from hormone 
therapy in carcinoma of the breast and prostate, the most important drugs 
are those of the nitrogen mustard series: mustine, tretamine, tepa, and 
thio-tepa. Attention has recently been drawn to the last of these by the 
work of Watson and Turner (1959), who have obtained most encouraging 
results by its use in combination with testosterone in cases of advanced 
carcinoma of the breast. 

Mustine is one of the more potent of these substances. It can produce 
rapid regression of tumours, both primary and metastatic, especially those 
which are rapidly growing and anaplastic: those, in fact, which are likely to 
be the most radiosensitive. Its toxic effects are also similar to those of 
irradiation: severe constitutional reactions with nausea and vomiting, and 
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toxic effects on the bone marrow leading to agranulocytosis and anemia. 
Several reports have appeared on its use in combination with cortico- 
steroids and chlortetracycline, a combination which has been shown to be 
synergistic (Bateman et al., 1953). The corticosteroids appear to augment 
the cytotoxic activity of mustine, probably by a suppressive effect on the 
adrenals and pituitary: they lessen the risk of bone marrow depression, and 
may palliate discomfort by relief of inflammatory reaction round primary 
tumours and in hypercalcemia from bony deposits. Chlortetracycline assists 
in the destruction of bacteria in secondarily infected lesions, and may 
reinforce the effect of mustine in inhibiting tumour growth. 


Our own interest in this combined treatment was aroused by the reports 
of McCarthy (1955) and Jones (1957). 

McCarthy had treated 100 cases of lymphosarcoma, Hodgkin’s disease and 
carcinoma in a number of different sites, and found side-effects to be diminished 
and results to be improved. All his patients were stated to have received adequate 
treatment by surgery and irradiation when this had been possible. He classified his 
results as: 16 per cent. excellent, 15 per cent. good, 29 per cent. fair, and 40 per cent. 
poor. The first group included those in whom there was striking subjective and 
objective improvement lasting for six months or more: one of these, with a grade IV 
oat-celled carcinoma of the lung involving lymph nodes and veins, was alive and 
asymptomatic twenty-three months after treatment. 

Jones (1957) repeated McCarthy’s trial, using prednisone (instead of cortico- 
trophin), mustine, and chlortetracycline, in 68 patients, of whom 32 had primary 
lung tumours. His over-all results were less satisfactory than McCarthy’s, but of 
19 patients with undifferentiated carcinoma of lung, seven showed benefit: slight 
in two, moderate in three, and with objective changes in two. Two of three patients 
with superior mediastinal vena-caval obstruction obtained temporary relief. Of the 


patients who were apparently helped, one was alive a year after treatment, and 
others after six months (two cases) and nine months: the remainder survived for 
only two or three months. 

It was decided to repeat these trials on a number of cases of inoperable 
bronchial carcinoma, using Jones’ technique, with minor modifications. 


SCOPE OF PRESENT INVESTIGATION 

Patients for treatment were not selected, beyond the rejection of those who 
were too ill to be expected to survive the course. Treatment was usually 
begun at once after the diagnosis of inoperable carcinoma had been made, 
and a series of three courses, separated by intervals of two to four weeks, was 
aimed at. X-ray studies were made, and the blood was examined at monthly 
intervals during and after treatment. In all, seven patients have been treated. 

The mustine was administered once daily, at the rate of 0.1 mg. per 
kilogram body weight, for five consecutive days in each course of treatment. 
It was injected slowly into the tube of a transfusion set through which 5 
per cent. dextrose was flowing freely into a vein: in this way the drug was 
diluted and the danger of necrosis occurring was minimized. Each injection 
was followed by 500 mg. of tetracycline dissolved in 1 litre of 5 per cent. 
dextrose, run in slowly through the transfusion assembly over a period of 
about twelve hours. Nausea was controlled by chlorpromazine, 25 to 75 mg. 
being given orally each day during each course of treatment. Systemic 
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reactions were minimized by giving prednisolone, 100 mg. daily; this dose 
was reduced to 20 mg. daily and continued for ten days after each course 
of treatment. 
RESULTS 

The most striking feature in all the cases treated was the improvement in, 
or loss of, symptoms: the abolition of pain and respiratory distress and the 
restoration of a sense of hope and well-being. In two patients there was some 
temporary reduction in the size of the primary growth as judged radio- 
logically, although this may merely have been due to lessening of the 
inflammatory changes around it. Other patients showed reduction in size 
of pleural effusions, increase of vital capacity and abolition of purulent 
sputum, which were again probably produced in the same way. In another 
patient, however, a large mass of metastatic glands above the clavicle was 
greatly reduced in size. It was not our impression that life was greatly, if at 
all, prolonged by this treatment, but it was made much more bearable, and 
death seemed to come suddenly and fairly peacefully instead of slowly and 
painfully, as in untreated cases. 

Most of the patients felt no ill-effects from the treatment. If nausea was 
troublesome the dose of chlorpromazine was increased above the initial 
25 mg. daily, and the response was always good. Thrombophlebitis in the 
transfused vein was a common after-effect of the treatment, and was probably 
due more to the dextrose solution than to the mustine. In only one case was 
there necrosis; here a small patch developed at the site of transfusion needle 
about two weeks after it had been removed, but healed in another two weeks. 


CASE RECORDS 


(i) A school caretaker, aged 49, was examined as an outpatient in September, 1957, 
following seven weeks of sub-umbilical pain. He gave a history of having treatment 
for duodenal ulcer in 1934, of having a hernia repaired in 1948, and of a nephrectomy 
in 1950. A barium meal x-ray revealed a large gastric ulcer; at the same time screen- 
ing of the chest showed bilateral calcified apical tuberculous foci and a little 
enlargement of the right hilum 

The patient was admitted to hospital on October 11, 1957, and bronchoscopy was 
performed on October 21, following repeated small hemoptyses. At about the same 
time a chest x-ray showed some increase in the size of the right hilar mass, which was 
now seen to be composed of paratracheal and bronchial glands. Bronchoscopy 
showed stenosis of the right upper lobe and enlarged subcarinal glands, but no 
definite bronchoscopic evidence of carcinoma. "Tomography added no evidence to 
this. By mid-November the gastric ulcer had healed under medical treatment, but 
there was further enlargement of the right hilar mass, and the right diaphragm was 
paralysed. Mantoux tests were negative, and repeated sputum examinations gave 
no evidence of active tuberculosis 

The conclusion that he was suffering from a bronchial carcinoma was now in- 
escapable, and mustine therapy was begun on November 18. Following this there 
was great subjective improvement and he was sent home on November 29. It was 
intended that he should be readmitted after a month, but lack of a bed prevented 
this. He became very weak at home but suffered no pain. When readmitted on 
January 25, 1958, he was extremely breathless. There was an almost complete loss 
of the radiological signs in the right hemithorax, and diaphragmatic movement was 
restored, but there was patchy infiltration of the left lung and partial collapse of the 
left upper lobe. He died suddenly on January 29. 
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At necropsy the cause of death was found to be myocardial infarction. There was 
recent active tuberculosis at the left lung apex, with cavitation. A carcinoma of the 
right main bronchus had extended into the right upper lobe. The mediastinal glands 
were not enlarged. 


(ii) A retired policeman, aged 77, who had been treated at home for a year for 
atrial fibrillation and intermittent claudication, was admitted to hospital on August 2, 
1957, for investigation of a complaint of gradually worsening intermittent pain in 
the left hypochondrium, present only when standing upright. There had been 
recent breathlessness and loss of weight. A routine x-ray revealed a large rounded 
tumour in the anterior part of the left upper lobe in close relation to the aortic 
arch. This was not visible bronchoscopically but, in view of the patient’s age and 
cardiac condition, surgery was not thought prudent. He was therefore sent home, 
though he still had his pain. 

He was readmitted on October 24, 1957, his pain now worse and related to 
respiration. His breathlessness had increased. The tumour was slightly larger than 
when first seen radiologically. Mustine therapy was begun on October 29 and on 
November 6 he was sent home feeling well and free from pain. He was readmitted 
on November 28 for a second course of treatment. He continued to feel well. There 
was no radiological increase in the tumour but a right pneumothorax which was 
first noticed at the time of his previous discharge, persisted. Mustine therapy began 
again on December 1 and was completed on December 5. The patient continued 
well for a week and then began vomiting, refusing all food and becoming dehydrated. 
He passed into coma and died on December 18. 


(iii) A retired Civil Servant and amateur physicist, aged 62, was first seen in this 
hospital in June 1957, following an accident in which he sustained a fracture of the 
jaw and superficial injuries. Up to that time he had enjoyed good health: his chest 
was not x-rayed. He was readmitted on November 6, complaining of violent spas- 
modic pain across the middle of his back, of about two weeks’ duration. A chest x-ray 
showed partial collapse and partial fibrosis of the right upper lobe, and lesions of 
several ribs and the right scapula which resembled metastases. A tomogram showed 
narrowing of the right upper lobe bronchus and enlargement of the right bronchial 
glands. On bronchoscopy a nodular neoplasm could be seen projecting into the 
main bronchus. 

A course of mustine therapy was begun on November 30. Following this the 
back pain abated and the patient had a feeling of well-being. In the third week of 
December he complained of rib pains which were relieved by intercostal procaine 
block. A chest x-ray showed increase in the size of the rib metastases, and new ones 
in the left scapula. He became increasingly drowsy and cachectic and died in coma 
on January 8, 1958. 

(iv) A warehouseman, aged 50 years, attended this hospital in June 1957 complain- 
ing of a feeling of tightness in the chest, which had persisted for two weeks after an 
attack of pleurisy for which he had been treated at home. On examination, signs of a 
right pleural effusion were noted, and a hard supraclavicular gland was found on the 
left side. X-rays showed partial collapse of the right lower lobe, and a moderate 
effusion at the right base; pathological fractures and metastatic infiltration of several 
ribs were seen. Bronchoscopy revealed a friable neoplasm protruding from the right 
lower lobe bronchus; biopsy of this, and the supraclavicular node, showed an 
undifferentiated carcinoma. This patient had previously attended the hospital in 
October 1956, for repair of an inguinal hernia, at which time no other abnormality 
was found on physical examination. He attended once again in March 1957, com- 
plaining of backache; x-rays showed that he had ankylosing spondylitis. 

A month after admission there was radiological evidence of increased collapse of 
the right lower lobe, and pleural friction rubs were audible in both sides of the chest. 
The patient felt increasingly ill, and was coughing up increasing amounts of purulent 
sputum. On July 16 mustine therapy was begun. Immediately following this there 
was great subjective improvement, and a reduction in the amount of sputum, but 
new x-rays taken on July 31 showed little change. A second course of mustine was 
begun on August 5. X-rays were taken on August 13; these showed a little increase 
in the aeration of the right lower lobe. Following this the patient was discharged to 
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a convalescent home, and on his return after three weeks, felt well and had put on 
nearly 14 pounds (6.35 kg.) in weight. 

X-rays taken in October showed some repair of the rib lesions, and no change in 
the right lower lobe. There was now a metastasis in the left lung, and collapse of the 
bodies of the fifth and seventh thoracic vertebre. In November and early December 
there was increasing collapse of the right lower lobe, and on December 18 there was 
some fluid at the right base. All this time the patient felt in good health, and it was 
difficult to persuade him to come into hospital for a third course of mustine, which 
was given early in December. Shortly afterwards he complained of pain in the left 
side of the chest, and this became so severe that on January 25, 1958, he was re- 
admitted to hospital. His condition became rapidly worse and he died on February 20. 

At necropsy it was found that the primary growth of the right bronchus had spread 
through the mediastinum to the left bronchus. Metastases were found on the peri- 
cardium and the right pleura; in the liver and the right adrenal; and in the medias- 
tinal, para-aortic and omental lymph nodes. 


DISCUSSION 
The evaluation of an uncontrolled series of cases such as this requires con- 
siderable caution, to avoid over-optimism on the part of both physician and 
patients. In such grave and distressing illness there is a temptation to prefer 
any activity to none, and some of the improvement felt by these patients may 
well have been psychogenic, apart from the euphoriant effects of the 
prednisolone. 

Making all due allowances, however, we felt that the symptomatic im- 
provement in these cases was far more than could be attributed to purely 
psychogenic factors, quite apart from the objective improvement seen in 
some of them. As already mentioned, it did not seem that life was signi- 
ficantly, if at all, prolonged in any of the patients treated, and we would not 


at present regard chemotherapy as a substitute for irradiation treatment 
when dealing with cases in which a good response could be expected to the 
latter. On the other hand, side-effects were very much less than those usually 
experienced with radiotherapy, and the patients were spared the physical 
and emotional strain of a course of treatment extending over several weeks, 
so that where a less favourable result from it seems probable, chemotherapy 
does offer considerable advantages. 


SUMMARY 
Seven cases of inoperable carcinoma of the bronchus have been treated with 
a combination of nitrogen mustard, prednisolone and chlortetracycline. 
All the patients showed considerable subjective improvement, and relief 
of pain and respiratory distress was striking, although life was not prolonged. 
Side-effects from the treatment were minimal. 
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THE increase in the resistance of organisms to penicillin and the increase in 
the number of antibiotics have led to considerable difference of opinion 
concerning the treatment of furunculosis with systemic antibiotics. In 
general practice, tests for the sensitivity of invading organisms are not 
always practicable, and ‘blind’ antibiotic therapy is the usual solution. The 
ideal would be for practitioners to be aware of the exact type of organism 
involved and of its response to antibiotics. With these uncertainties in mind, 
a small survey was planned to consider the sensitivity of organisms to three 
antibiotics in patients with furunculosis, the response of the lesions to these 
antibiotics, and finally any alteration in the sensitivity of organisms after 
antibiotic therapy had failed. 

The antibiotics used were tetracycline, which was given in the form of 
‘achromycin V’, each capsule of which contains 250 mg. of tetracycline 
buffered with 380 mg. of sodium metaphosphate; erythromycin; and 
triacetyloleandomycin (‘evramycin’). 


SCOPE OF INVESTIGATION 

Sixty patients with furunculosis were included in the trial. They had been 
referred by general practitioners to the outpatient department of the Man- 
chester and Salford Hospital for Skin Diseases, though some had been 
treated in other departments of the hospital. Several had been treated with 
penicillin or sulphonamides. The period of study lasted from January to 
July, 1959. No special criteria were used in the selection of patients, most 
of whom had lesions of the recurrent type. All patients were re-examined 
after the first week of treatment and were kept under observation for three 
weeks. Swabs were taken at the initial examination, and also when the 
lesions did not respond to treatment. 

All patients were treated with one of the three antibiotics for five days, 
receiving 250 mg. six-hourly. The patients were allotted at random to the 
three groups by the pharmacist, and only he knew which antibiotic had been 
given to each patient until the trial was completed and the results assessed. 
All patients were requested to avoid local therapy during the period of 
antibiotic treatment and observation. 

Swabs were cultured with the streak method, and ‘oxoid’ discs were used 
for sensitivity tests. Antibiotic contents of the discs were tetracycline, 10 
mg., erythromycin, 10 mcg., and triacetyloleandomycin, 5 meg. The smallest 
radius accepted for inhibition was 3 mm. 
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RESULTS 
In every case the initial culture grew a hemolytic Staphylococcus aureus. 
The initial antibiotic resistance of these staphylococci in the sixty patients 
was as follows :— 
Tetracycline 10 out of 60 16.6 per cent. 
Erythromycin ' ; 3 out of 60 5.0 per cent. 
Triacetyloleandomycin 1 out of 60 1.6 per cent. 
As a result of treatment the lesions in the following patients were healed 
on the eighth day: 


Tetracycline . .. 13 out of 20 = 65 per cent. 
Erythromycin .. 11 out of 20 55 per cent. 
Triacetyloleandomycin .. 18 out of 20 90 per cent. 


Failures.—Eleven lesions were unresolved on the twenty-first day. Swabs 
were cultured from these and all grew hemolytic Staphylococcus aureus. 
The sensitivity of these organisms to the three antibiotics was again tested. 
Of the four tetracycline failures, two were resistant to tetracycline before 
treatment began, and the other two had developed resistance by the twenty- 
first day. Of the five erythromycin failures, one was resistant before treatment 
and one developed resistance during treatment, the remaining three re- 
mained sensitive to erythromycin. Of the two triacetyloleandomycin 
failures, one developed resistance during treatment. 


COMMENT 
All three groups improved with treatment, but the clearance rate on the 
eighth day, which was maintained to the twenty-first day, was highest with 


triacetyloleandomycin. The only side-effect reported was diarrheea after 
erythromycin in one patient. It is obviously desirable for sensitivity tests to 
be carried out on material collected before antibiotic treatment whenever 
possible, but in general practice it is often necessary to begin treatment 
before the results are available. The results obtained indicate that reasonably 
good clinical results can be obtained from ‘blind’ therapy with certain 
antibiotics. 


SUMMARY 
Sixty patients with furunculosis were treated with oral tetracycline (‘achro- 
mycin V’), erythromycin, or triacetyloleandomycin (‘evramycin’), without 
any local applications. ‘There were twenty patients in each treatment group. 
As judged by the recovery period, all three antibiotics gave satisfaction, 
but results were most favourable with triacetvloleandomycin, 





THE USE OF ‘BUCCAL VARIDASE’ 
IN BOXING INJURIES 


By J. L. BLONSTEIN, M.R.C.S., L.R.C.P., D.L.H. 
Honorary Medical Officer, Amateur Boxing Association 


THE encouraging reports of the value of streptokinase in removing the 
aftermath of trauma and inflammation, and in encouraging normal repair 
of tissues, prompted me to undertake an investigation of its possible role in 
the management of boxing injuries. 


MODE OF ACTION 

‘Varidase’ is a highly purified and concentrated combination of enzymes 
produced by a strain of streptococcus. The tablets which were used in this 
investigation (‘buccal varidase’) each contain 10,000 units of streptokinase 
and at least 2,500 units of streptodornase. So far as is known, when ‘varidase’ 
is administered buccally, only the streptokinase is active. The tablets should 
not be swallowed, as they are inactivated by gastric juice, but be placed in 
the buccal sulcus and allowed to dissolve slowly. 

In acute inflammation there is an increase in vascular permeability, which 
allows plasma and cells to leak through the capillary endothelium and 
accumulate in the surrounding tissues. Fibrin is formed and this produces a 
‘limiting membrane’ around the inflamed area, resulting ultimately in a 
walled-off abscess containing purulent material. The fibrin membrane thus 
prevents the natural defences of the body, and antibiotics, from reaching the 
abscess. Streptokinase activates plasminogen, so that fibrinolytic plasmin is 
formed. This plasmin breaks up tissue impermeability, and lyses fibrin; in 
this way the ‘limiting membrane’ is destroyed, edema is reduced and the 
inflamed area becomes again accessible to the body defences and antibiotics. 


METHOD OF INVESTIGATION 

The present investigation consisted of two parts. In the first, 494 boxers 
participated: 247 of these were given two ‘varidase’ tablets one-half to one 
hour before boxing. ‘The remainder (247) constituted a control group and 
were given two dummy tablets one-half to one hour before boxing. 

In the second part of the investigation, 142 boxers participated. Eighty- 
eight of these were given four ‘varidase’ tablets daily for three days following 
a boxing bout, whilst 34 were given four dummy tablets for the same period. 


RESULTS 
The results of the first part of the investigation are summarized in table I. 
From this it can be seen that there was a much smaller incidence of hama- 
tomas and of general bruising and superficial abrasions among those re- 
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ceiving prophylactic ‘varidase’ than among the control group who merely 
received dummy tablets. The incidence of hematomas was reduced from 
18 to 7, whilst that of bruising and general abrasion was reduced from 
21 to 14. 

The results were equally impressive in the second part of the investigation. 
Among those receiving ‘varidase’, bruising, abrasion hematomas and sprains 





Injury 
| Sprains of 
General interphalangeal 
Hzmatomas bruising and | and metacarpo- 
superficial | phalangeal 
laceration joints 





‘Varidase’ group ; s 
(247 boxers) ; 8 


Control group 8 21 7 
(247 boxers) 











TaBLe I.—Injuries sustained by (a) boxers receiving prophylactic ‘varidase’; (b) boxers 
receiving dummy tablets. 

cleared up in four to five days, and boxing was resumed in one week, 
whereas in the control group they took two to three weeks to clear. By an 
interesting coincidence, the boxers in this part of the investigation included 
two identical twins, aged 17, and one of them was included in each of the 
two groups. The one who was given the ‘varidase’ tablets developed bruises 
of the shoulders, which cleared in five days; whilst the other, who received 
the dummy tablets, acquired two black eyes which took two weeks to clear. 
Equally interesting was the response of cuts in the two groups. In the 
‘varidase’ group four boxers acquired cuts in the upper lip. These did not 
require suturing and healed in a week, whereas normally they would have 
been expected to take four weeks to heal. Another four boxers in this 
group had cuts in the orbital region. These were sutured and healed com- 
pletely in two weeks, compared with an expected period of four weeks. In 
the control group, four cuts which required suturing took four weeks to 
heal completely. 


CONCLUSIONS 
It would thus appear that ‘buccal varidase’ is a useful prophylactic for 
boxers. Its use resulted in a 50 per cent. reduction of general bruising and 
an 11 per cent. reduction of hematomas, whilst the period off boxing for 
those who received cuts was reduced from four weeks to one to two weeks 
and hematomas and bruising cleared in four to five days. 

When taken for three days after the injury it facilitates the elimination 
of bruising, hematomas and necrotic tissue. 

These results in boxing injuries suggest that prophylactic ‘varidase’ might 
well be of equal value in other forms of sports or in any situation in which 
trauma is anticipated. 

I am grateful to Lederle Laboratories for a supply of ‘varidase buccal’ tablets. 





DROWNING AND ITS MANAGEMENT 


By C. G. LEAROYD, M.R.C.S., L.R.C.P. 


In this country and in the United States drowning comes third in the causes 
of fatal accidents. In Britain alone, more than a thousand people are drowned 
every year, practically a third of whom are under the age of 15. 


THE NEED FOR SPEED 

Fresh water is more lethal than salt water because after the inspiration of 
fresh water into the lungs there is a rapid and enormous absorption across 
the alveolo-capillary membrane. In dogs, for instance, it has been shown 
that 72 per cent. of the circulating blood was drowning fluid three minutes 
after submersion and probably less than two minutes after inhalation. The 
result is hemolysis on a disastrous scale, potassium release from the 
erythrocytes, and upset of the electrocyte ratio, all of which, together with 
the anoxia, causes some parody of blood to insult the myocardium and send 
the ventricles into fibrillation. The practical points about this are: (1) The 
instruction in first-aid books to hit a struggling victim to quieten him or to 
hold his nose to make him choke will almost certainly result in an ‘awful 
draught’ going down his trachea, which will kill in seconds. (2) If the 
victim does happen to survive, the giving of ‘copious fluids’ while recovering 
is unkindly. 

In salt-water drowning the electrocyte concentration of the inhaled 
fluid is greater than that of the blood. In dogs, on whom so much of the 
experimental work has been done, there is a hemoconcentration of ap- 
proximately 33 per cent.; ventricular fibrillation does not occur and the 
heart fails gradually in five to eight minutes. The systolic blood pressure 
rises with the struggles, then suddenly drops, and in one experiment no 
animal survived a fall to 50 mm. Hg even with artificial respiration. Respira- 
tory failure commonly precedes cardiac failure, and in the interval between 
respiratory and heart failure artificial respiration is life-saving. This interval 
may be as short as twenty seconds. 

In other words, there is not a second to lose. No preliminaries or con- 
veniences, no regard for other injuries: absolutely nothing must interfere 
with prompt artificial respiration, even as the victim is being dragged from 
the water. A whiff of air at this time may do what pentecostal gales of 
oxygen cannot do half a minute later—revive a rapidly failing heart. 


EXPIRED-AIR RESUSCITATION 
The National Research Council and other august bodies in the United 
States, with native zeal and thoroughness, have sponsored a vast amount of 
work on this subject. In one series of experiments, using a number of 
anesthetized and apneic children and anzsthetized and curarized adults as 
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guinea-pigs, they compared the efficiency of the various forms of artificial 
respiration. The Holger Neilsen and other forms of push-pull respiration 
were found satisfactory only when the victims were fitted with cuffed 
endotracheal tubes; without them, that is to say in field or beach conditions, 
25 per cent. got no air in their lungs at all and in the rest there was some 
degree of obstruction, which came from the tongue and the movable mass 
of muscles attached to the wobbly hyoid flopping or lolling against the 
posterior pharangeal wall, even in the prone position. The conclusion 
reached was that mouth-to-mouth or some other form of expired-air 
resuscitation with its ability to insist on and maintain an open airway is 
‘unequivocally’—and one might add demonstrably—‘superior to all manual 
methods in all age-groups’. 


THE TECHNIQUE 
Speed is of the essence, the vital seconds tick. The victim looks very dead 
—white face, black lips and repellent—and trainees should be warned of this. 

(1) Lay the victim on his back and kneel opposite his left ear. 

(2) Turn his head towards you and extend it to the sniffing position. 

(3) Open the mouth, sweep a finger round the mouth and throat, and 
remove any obvious debris. 

(4) Place the thumb of the left hand between the teeth and grip the lower 
jaw in the centre and hold it forwards, so that the lower front teeth protrude. 
This, and extending the head, are of supreme importance, for they open the 
Gates of Breathing. 

(5) Close the victim’s nose by pinching the nostrils with the thumb and 
index finger of the right hand. You should be able to do all this in under 
five seconds. 

(6) Take a deep breath and placing your mouth over the victim’s mouth, 
sealing it, blow forcefully in adults, gently in children, and with puffs of the 
cheeks in infants, so that the chest is seen to rise. 


(7) Remove your mouth and allow passive expiration, which takes twice 
as long as inspiration. 
(8) Repeat about twenty times a minute at first; later slow down to fifteen. 


Three points to remember as you pump your breath into the victim:— 

(i) His head must be extended. 

(ii) His lower jaw must be kept thrust forward. 

(iii) You must take a deep breath each time. 

For small children and infants the thumb in the mouth may interfere with 
contact. In them therefore the right hand of the rescuer protrudes the jaw 
by pressure behind the angle of the jaw, the mouth is then placed over the 
mouth and nose of the child before blowing gently. Or the nose can be 
occluded by the rescuer’s cheek while blowing into the mouth. The left 
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hand rests firmly on the epigastrium to prevent or correct distension of 
the stomach. 


THE ADVANTAGES OF EXPIRED-AIR RESUSCITATION 
(1) Without any apparatus the lungs of the victim are ventilated better than 
by any other method. 

(2) The patent airway, without which any form of resuscitation is useless, 
is of the first concern. 

(3) The force of the inspiratory blast can be varied to overcome any 
remaining obstructions such as water or mucus in the air passages. 

(4) By watching the rise of the chest adjustments are made even by 
beginners at this method not only to overcome resistance, but for sealing off 
leaks. It is the only method of artificial respiration that gives breath-to- 
breath information of its effectiveness. 

(5) It is easy to teach. According to one report, ‘of 164 lay operators go 
per cent. performed the method after one demonstration. Women and 
children could adequately ventilate subjects twice their weight in contrast 
with their failure with the push-pull methods’. ‘There are some good teaching 
films on the subject, and inflatable manikins are available, whilst the 
Australians have produced a mask which allows the method to be 
practised on volunteers. 

(6) It is effective. According to one American report, for instance, 
‘reoxygenation of the patient’s lungs is possible with four inflations and 
within a circulation time arterial oxygen saturation can be restored to 
normal. Carbon dioxide levels are concomitantly reduced’. 

(7) It is the least tiring method, the solitary rescuer can go on easily for 
an hour. 

(8) It is factually demonstrable that the expired air of a slightly hyper- 
ventilated rescuer has a very reviving oxygen content: i.e. the deep breathing 
which in other circumstances might have enabled the rescuer to trot, say, 
three miles is put to more practical use. 


VARIANTS OF MOUTH-TO-MOUTH RESUSCITATION 

(1) Mouth-to-nose.—This has a highly respectable origin in Genesis 2.7— 
‘breathed into his nostrils the breath of life—’, but modern noses are 
inclined to get obstructed. It is useful when the mouth cannot be opened. 

(2) Mouth-to-airway has many advantages and simple rubber or metal 
airways are carried by some members of public bodies such as the police 
and fire services in the United States. 

(3) Mouth-to-mask and Mask-to-mash. 

But any apparatus may be lethal in drowning if, while it is being sought or 
assembled, the vital seconds have ticked to death. These accidents happen 
suddenly out of the summer blue—on a happy holiday beach, by an up- 
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turned boat, by some lonely pond. If rescuers get the idea that they need 
some apparatus there will be delay. Whereas every rescuer carries his 
own bellows. 

OBJECTIONS TO THE METHOD 
These are trivial. 

(1) Aésthetic—‘kissing the moribund stranger’. If you are not prepared to 
do this to save life you should have stuck to knitting or armchair-criticism 
and not gone in for first aid. Bacteriologically the well-washed lips of the 
apparently drowned are much cleaner than the hands of people who are 
constantly wanting to shake yours. American experience suggests that this 
objection is not likely to be encountered, ‘In one series, using 167 untrained 
rescuers including policemen, housewives, boy scouts and medical students, 
only three of the last refused to take part, saying they would perform only 
in emergency’. 

(2) Gastric distension, which may interfere with diaphragm action and 
venous return. This is trivial in adults, and in children can be prevented or 
corrected by a firm hand on the epigastrium. If vomiting of swallowed water 
and stomach contents occurs while this is being done, the child must be 
turned on his face and uptilted. 

(3) Hyperventilation of the rescuer, who must then slow down his respira- 
tory effort. 

CARE DURING RECOVERY 

When the victim starts breathing naturally, his colour will change and the 
rescuer will then time his own breathing to augment the feeble respiration 
of the patient. He will have to be watched carefully for some time as 
respiratory failure has been known to recur. The giving of oxygen after the 
return of breathing can be dangerous. All authorities emphasize the dangers 
of excessive stimulation by heat and massage—too often practised by the 
over-zealous in a fit of thankfulness at an averted tragedy—and of change 
in position in the early stages of recovery. If, however, the patient’s breathing 
is good he may be turned on his side; if there is vomiting, which can take 
place very silently, it is less dangerous in this position. Nothing should be 
given by mouth until it is quite certain that the swallowing reflex is re- 
established. In salt-water drowning the giving of plenty of fluids later is 
reasonable. Hospital may well be the best place for the patient, but m 
camps, expeditions and the like the journey there may present unjustifiable 
hazards. 

How long should artificial respiration be continued? Nothing, absolutely 
nothing, must stop the unremitting pumping for fifteen minutes, when five 
seconds may be allowed to see if there are any signs of life, then on with the 
pump. It would be indecent and lacking a proper regard for miracles to stop 
under the hour, but they do say the central nervous system cannot stand 
complete anoxia for much longer than it takes the champions to 
run a mile. 
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SUMMARY 
In an ordinary case of apparent drowning the rescuer may have only about 
twenty seconds before the coming of irreversible cardiac failure. 

Mouth-to-mouth resuscitation should be started as soon as hands can be 
laid on the victim, even in the water. 

This form of artificial respiration is unequivocally and demonstrably 
superior to all other forms; respiration is seen and heard to be done. 

All operators in various parts of the world who have repeated the American 
work on apneeic and curarized patients, that is to say those most closely 
resembling the recently drowned, have come to the same conclusions. 

It is not a question of opinion; these are inescapable conclusions from 
laboriously and hazardously ascertained facts. 


Selected Bibliography 
Brook, M. H., and Brook, J. (1960): ‘Direct Artificial Respiration (S.A.R.): 
Present-Day Teaching and Group Training Requirements’, Canad. med. 
Ass. F., 82, 245. 
Buchanan, L. (1960): ‘Rescue Breathing for the Partly-Drowned’, Med. 7. Aust., 


i, 405. 

Cox, J., Woolmer, R., and Thomas, V. (1960): ‘Expired-Air Resuscitation’, 
Lancet, i, 727. 

Dobkin, A. B. (1959): ‘Direct Artificial Respiration: Training with the Brook 
Airway’, Ibid., ii, 662. 

Donald, K. W. (1955): ‘Drowning’, Brit. med. 7., ii, 155. 

Elam, J. O., et al. (1960): ‘Head-Tilt Method of Oral Resuscitation’, 7. Amer. 
med. Ass., 172, 812. 

, et al. (1958): ‘ Oxygen and Carbon Dioxide Exchange and Energy Cost 

of Expired Air Resuscitation’, Ibid., 167, 328. 

Gordon, A. S., et al. (1958): ‘Mouth-to-Mouth Versus Manual Artificial Respira- 
tion for Children and Adults’, Jbid., 167, 320. 

Jowell, D. M. (1959): ‘Manual Artificial Respiration’, S. Afr. med. F., 33, 1027. 

Royal Society of Medicine (United Services Section) (1960): ‘Discussion on 
Artificial Respiration’, Proc. Roy. Soc. Med., 53, 311. 

Safar, P. (1958): ‘Ventilatory Efficacy of Mouth-to-Mouth Artificial Respiration’, 
JF. Amer. med. Ass., 167, 335. 

—— (1959): ‘Failure of Manual Respiration’, 7. appl. Physiol., 14, 84. 

Tomashefski, J. F., and Oliver, T. K. (1960): ‘Mouth-to-Mask Resuscitation’, 
FJ. Amer. med. Ass., 172, 1889. 





GENERAL PRACTITIONERS’ FORUM 
WHAT HAPPENS TO OUR NEUROTIC PATIENTS? 


By JOHN FRY, M.D., F.R.C.S. 
Beckenham, Kent 


Tue fate of our neurotic patients is largely unknown. Do they continue to 
suffer from ever-recurring emotional illnesses and merit the label ‘once a 
neurotic always a neurotic’, or, once over the illness, do they suffer no more 
than the average ill health subsequently? The importance of knowing the 
natural history of neurotic illness is obvious. If we are to be able to plan for 
the care and management of these common conditions and assess therapeutic 
successes or failures, we must appreciate the natural course and pattern over 
a period of time. 

This article presents the results of a follow-up of all patients who attended 
during 1956 for a neurotic illness in a general practice. Three years later, 
in 1959, the clinical records were re-examined to note the subsequent 
history. 


THE PRACTICE AND THE DIAGNOSTIC CRITERIA 
Before the results of the survey are discussed some basic information is 
necessary on the practice, the doctor, the treatment given and the diagnostic 
criteria used. 
The practice is situated in a South London surburb with a social distribu- 
tion chiefly of social classes II and III. The age and sex structure in 1956 
were as shown in table 1. 








Age ‘ 40 50- | 60- | 70+| Total 


Males 3 313 422 | 351 | 207 | 128 | 2588 


199 2883 


Females ‘ 212 | : ‘ 426 | 384 268 


5471 








Total 5 | 441 | 605 | 717 | 878 | 848 735 | 475 327 | 


| 





TaBLe I.—Population at risk in 1956. 


The doctors (a principal and assistant) had no special psychiatric training 
or interests. 

The treatment given did not involve any special attempts at psychotherapy. 
The patients were seen during the normal regular consulting periods and 
considered as individuals each with his or her own clinical and personal 
problems. Any obvious problems were discussed and ventilated, and 
medication with standard sedatives was often employed. 

It is rather difficult to define the criteria used to make a diagnosis of 
‘neurosis’. In general practice, where the patients and their families become 
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well known over the years, a diagnosis of ‘neurosis’ takes into account many 
indefinable individual and familial factors which enable one to get the ‘feel’ 
of a case of neurotic illness. Presenting features of depression, anxiety and 
behaviour problems render the diagnosis easy, but this diagnosis must also 
be considered in patients with various somatic symptoms which have no 
good organic basis. ‘These criteria may appear rather vague to those un- 
initiated in the art of general practice, but those with experience in this field 
know that the family doctor is usually an accurate diagnostician of emotional 
illness in his own practice. Psychosomatic disorders, such as asthma, 
migraine, peptic ulcer, hypertension, and emotional disturbance compli- 
cating primary organic conditions, were excluded. 


METHODS 

The methods used were simple. By means of punched cards (Cope-Chat), 
which are used as a routine system of records in the practice, all patients who 
attended for a neurotic illness in 1956 were picked out and their name, age 
and sex recorded. Three years later, in 1959, the clinical records of these 
same patients (who were still in the practice) were examined to ascertain (1) 
whether they had required any treatment for neurotic illness in 1959, and 
(2) to note the total number of attendances made by the patient during 
1959. The first of these items of information gave some indication as to 
whether the patient was still suffering from an emotional illness severe 
enough to warrant medical advice. It did not, of course, take into account the 
possibility of the illness being present in those patients who did not come to 
consult the doctor. 

A record of the total number of attendances made during 1959 made 
it possible to determine whether the patients were coming to the doctor 
more often than average. The average annual number of attendances per 
patient is between three and four, so that five or more attendances were 
considered above average. 

RESULTS 
The incidence of neurotic illnesses in 1956 is shown in table 2. In all, 656 
patients were seen on this account—185 males and 471 females—a rate of 


Age ° 5- - | 30 ‘ Total 





Males + No 


38 46 


Females .. No. 9 6 | 24 








40 75 | 210 165 237 ‘ : 163 





TABLE 2.—Age and sex incidence of neurosis in 1956. 
12 per cent. for the practice. Females outnumbered males by more than 2:1 


and the peak period in women was in late middle age, whilst in adult men 
the incidence was fairly constant. 
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Referrals to a consultant psychiatrist amounted to only 36 (14 males and 
22 females). This represents a referral rate of 5.5 per cent. (4.8 per cent. 
females and 7.8 per cent. males). Since almost 95 per cent. of the patients 
were managed by the family doctor alone, specialist care hardly influenced 
the subsequent course of the illness. 


THE SITUATION IN 1959 
By the time the review was carried out in 1959 it was found that 108 patients 
had moved out of the practice because of removal to another district or death 
(33 males and 75 females). This figure represents an annual removal rate of 
5 per cent. for the neurotic patient compared with a rate of 7 per cent. for the 
whole practice, indicating that these patients were no more liable to move 
than the average. 

Recurrence of neurotic illness.—The proportion of the ‘1956 neurotics’ still 
in the practice, who suffered a further neurotic illness in 1959 is shown in 
table 3. The rates are expressed in percentages of the original patients still 
in the practice. Of the 551 survivors of the ‘1956 neurotics’, 215 required 








| Age | ° 2 40 50- 60- 70+ | Total 


Males 20 : 10 : 43 5° 27 
Females 2 3 26 47 44 52 61 | 56 43 








TaBLeE 3.—Recurrence of neurotic illness in 1959 (expressed as a percentage of those 
originally seen in 1956) 


further treatment for a recurrence in 1959—a rate of 39 per cent. The pro- 
portions in the two sexes were very different, the rate being almost twice as 
high in females. In both sexes the tendency to recurrence increased with age. 

Attendance rates in 1959.—The reasons for ascertaining the proportions 
of ‘1956 neurotics’ who attended more than the average number of times was 
to see whether in fact these patients constituted a large burden to the doctor, 
and also to discover whether there might be any ‘hidden’ neurotic illness 
masquerading under different diagnostic labels. 

Table 4 shows that nearly one-half (47 per cent.) of the ‘1956 neurotics’ 
attended more often than average. The proportions attending more fre- 
quently than average were more than twice as high in women (52 per cent.) 
as in men (29 per cent.). In both sexes the rates increased with age. Expressed 








Age ° 5 10 20 30 4° 50- 60- | 7o+/| Total 


Males 20 19 20 20 33 26 39 50 75 29 
Females 22 33 36 54 52 53 50 68 72 52 














TABLE 4.—Percentages of ‘1956 neurotics’ with higher than average attendance rates in 1959. 
in another way, the average number of attendances per patient of all the 


‘1956 neurotics’ in 1959 was 5.4 (males 4.5 and females 5.8). This is ap- 
preciably higher than the figure for the practice as a whole which was 3.7 
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for the whole practice in 1959. It is apparent therefore that these patients do 
require a much greater volume of work than average. 

Referrals to a psychiatrist were necessary in only six patients in 1959, 
suggesting that the family doctor was coping quite effectively. 


DISCUSSION 

This article, presenting as it does the findings in one particular practice, 
must have definite limitations when applied to other areas and practices. 
It may, however, serve a useful purpose if it is considered as a pilot survey 
into a trial of methods and possible trends rather than definitive answers. 
The methods used have been simple and easily applicable to this particular 
practice, and could be modified for use in other practices. The major 
difficulty in any group study would be agreement on diagnostic criteria. 

An incidence of neurosis, of 12 per cent. of all the patients in the practice 
seen for a neurotic illness in 1956, illustrates the importance of this group of 
illnesses to the general practitioner. This means that, in an average practice 
of 2,500, the doctor must be prepared to see and treat some 300 patients 
annually for neurotic illnesses. The fact that women outnumbered men by 
over 2:1 and that the peak incidence was in late middle life, offers some 
clues as to possible causations of general practice neuroses. 

In this series it would seem that with quite simple and straightforward 
management nearly two-thirds of the patients (61 per cent.) were not in 
need of any further treatment three years later. The results were much better 
in men, only 27 per cent. requiring further treatment, compared with 43 
per cent. in women. It is fully realized that these figures are not synonymous 
with a ‘cure’. It may well be that patients may suffer symptoms without 
going to their doctor for advice. The extent of this ‘hidden’ or ‘overt’ 
neurosis can only be estimated by a careful interview of each individual 
patient at follow-up and this was not practical in this particular investigation. 

The fact that all was not as well as these figures imply is suggested by the 
fact that 47 per cent. of the patients attended more frequently than average 
three years later and that their average attendance rates of 5.4 attendances 
per patient in 1959 were much higher than the average figure of 3.7 for the 
whole practice. 

The problem of neurotic illness to the family doctor hardly requires 
elaboration. The incidence of 12 per cent. testifies to the volume of work 
involved. The fact that 39 per cent. still require treatment three years later 
and the fact that the group as a whole have much higher than average at- 
tendance rates illustrates this further. It is high time that this problem was 
tackled in a realistic and scientific manner free from the emotional influences 
of various psychotherapeutic schools of thought who seem to be primarily 
concerned to show how effective are their methods of treatment. We require 
unbiased studies into the patient. Why do some seem more likely to suffer 
neurotic illnesses? Why are more of them women than men and why is the 
peak in later middle age? So far as the diseases are concerned, can we work 
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out some simpler systems of nomenclature and criteria of diagnosis that 
might be applied universally rather than rely as we do now so much on the 
personal outlook of the individual doctor? Studies must also be directed to 
working out the probable course and outcome of these illnesses on the lines 
suggested in this article, but extending them to discover the extent of any 
‘hidden’ illness and disability. We also need much more unprejudiced in- 
formation on the real influence of psychotherapy of various types. Does the 
type of treatment really influence the final outcome of the neurotic illness? 


SUMMARY 

(1) A follow-up is presented of 656 patients (185 males and 471 females) 
who were seen on account of a neurotic illness in a general practice in 1956. 

(2) The incidence rate was 12 per cent. for the population at risk. The rate 
in females (163 per 1000) was more than twice that for males (71 per 1000). 
The peak period in women was in late middle age whereas in adult men the 
rates were fairly constant at each decade. 

(3) In 1959, the records of all the original ‘1956-neurotics’ were examined 
to determine whether they subsequently required any treatment for any 
neurotic illness in 1959, and also to note what their attendance rates were in 
that year compared with the practice as a whole. 

(4) Of the 551 original patients still in the practice (108 had moved or 
died), 215 or 39 per cent. required further treatment for a neurotic illness in 
1959. The proportions were 27 per cent. in males and 43 per cent. in females. 
This tendency towards a recurrence increased with age. 

(5) The attendance rates in 47 per cent. of patients in this group were 
higher than the average for the practice. When the average individual 
attendance rates per patient per year were worked out it was found that the 
rate for the ‘1956-neurotics’ was 5.4, compared with 3.7 for the practice as 
a whole. This suggests that there may be quite an appreciable degree of 
‘hidden’ or ‘overt’ nervous illness in these patients. 

(6) Further studies are required to determine more accurately the course 
of neurotic illnesses in the community, particularly in relation to the type of 
treatment given. 


THE USE OF A LONG-ACTING SULPHONAMIDE 
(SULPHADIMETHOXINE) IN GENERAL PRACTICE 


By DAVID WHEATLEY. M.D 
Twickenham, Middlesex 


THE recent introduction of new sulphonamides with prolonged action and 
low toxicity has opened up fresh possibilities for the use of this form of 
therapy in general practice. With the advent of antibiotics the use of the 
sulphonamides was overshadowed, except in the treatment of genito- 
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urinary and alimentary infections. Antibiotics, however, are an extremely 
expensive form of treatment and, if it could be shown that a non-toxic 
sulphonamide could be used as efficiently in some conditions, there might 
well be a larger place for the use of sulphonamides. Length of action is a 
real advantage in general practice, and a single daily dose may ensure more 
effective treatment in some cases, since patients going about their everyday 
life are more likely to remember to take a single dose than to take repeated 
doses during the course of the day. 


SCOPE OF PRESENT INVESTIGATION 
This report is concerned with a trial of sulphadimethoxine (‘madribon’) in 
certain selected conditions in general practice. The majority of the cases 
reported here were studied by the author, but two small series were also 
undertaken by two colleagues, to check whether their conclusions were 
similar to those of the main series. In the first instance, it was decided to 
treat genito-urinary infections to verify that in single daily doses it was 
effective for the treatment of these conditions. This type of case is usually 
treated by a general practitioner, without recourse to laboratory examina- 
tions of the urine; the diagnosis can be made on the typical history and 
symptoms, and confirmed by his own examination of the urine. It was 
decided to limit treatment in these conditions to acute cases, since other 
factors, such as underlying abnormalities, are usually present in chronic 
cases and antibacterial treatment alone is seldom effective in this type of case. 

Next, it was decided to try sulphadimethoxine in cases of acute diarrhcea 
and vomiting. This common infection, usually due to Sonne dysentery, is 
often encountered during the summer months. This infection and genito- 
urinary infections constitute the two prime indications for the use of 
sulphonamides in general practice. Hitherto, the first line of treatment in 
these cases has been one of the insoluble sulphonamides: the main dis- 
advantage of this form of therapy is the large number of tablets which have 
to be given to effect a cure. In the past the use of absorbed sulphonamides 
might have been deprecated on account of the possibility of side-effects but, 
with a virtually non-toxic sulphonamide, there could be a strong argument 
for administering a sulphonamide which will provide an effective blood- 
level of the drug, in addition to the local action in the lumen of the gut. 
Hardy and Watt (1944) have produced considerable evidence to show that, 
in fact, the soluble sulphonamides are more effective in the treatment of 
various varieties of dysentery. 

Finally it was decided to conduct a trial of sulphadimethoxine in two 
conditions where normally the treatment is with penicillin. In the treatment 
of acute throat infections oral penicillin is entirely satisfactory (Wheatley, 
1951, 1957, 1958). Chapple and his colleagues (1956) came to similar con- 
clusions and also found that oral penicillin was slightly superior to sul- 
phonamides in the length of time taken for a sore throat to clear up, although 
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otherwise there was little difference in action between the two types of drug. 
Although oral penicillin therapy is so effective in the treatment of acute 
throat infections, and this treatment is virtually free of side-effects, there 
would seem to be little indication for any other alternative means of therapy 
but oral penicillin preparations still remain comparatively expensive and the 
use of a single-dose sulphonamide would have advantages on the grounds of 
economy and ease of administration, if therapeutically equally efficient. It 
was decided therefore to conduct a trial comparing alternate cases treated 
with sulphadimethoxine and with phenoxymethylpenicillin. 

In the treatment of localized pyogenic infections, such as carbuncles, boils, 
and whitlows, in general practice, penicillin is pre-eminent. In view of the 
necessity of achieving a high concentration of an antibacterial drug at the 
site of the infection in these conditions, it was not considered likely that a 
sulphonamide would be as efficient as penicillin, but it was decided to 
undertake a small series to see whether or not sulphadimethoxine could be 
used as an alternative to penicillin in this type of case. Both in this type of 
case and in cases of tonsillitis, it is always useful to have an alternative for 
those patients who may be allergic t6 penicillin and also for the occasional 
case which does not respond to penicillin. 


GENITO-URINARY INFECTIONS 
A total of 24 cases of acute genito-urinary infection (e.g. cystitis, pyelitis, 
orchitis) was treated with sulphadimethoxine given as a single daily dose of 
1 g. (2 tablets) for five days. At the end of this period, if symptoms had not 
resolved completely, the dose was reduced to 0.5 g. (1 tablet) daily for a 
further period as necessary. In 18 cases there was complete resolution of 
symptoms, in four there was partial or slow resolution, and in two there was 
no relief from the treatment. Of the patients who were completely cured by 
the treatment, three received the drug for three to five days and 16 received 
it for six to eight days. In one of the two failures subsequent culture of the 
urine revealed E. coli, resistant to sulphafurazole (the sulphonamide used 
for testing) and this case subsequently responded satisfactorily to tetra- 
cycline. In the other failure, no further details were recorded. Of the four 
patients in whom there was slow or unsatisfactory response to treatment, 
two eventually cleared with this sulphonamide. In one of the other patients, 
there had been recurring attacks for some time and there was a possibility 
of underlying abnormalities. The final patient had vaginitis, and as no 
bacteriological investigation had been done in this case, it was uncertain 
whether or not sulphadimethoxine was a suitable treatment for the condition. 
There was therefore a complete cure rate of 75 per cent. in this series of cases. 


DIARRH@A AND VOMITING 
A total of 18 cases was treated with sulphadimethoxine. The preponderance 
of cases was in children and young adults. Sixteen patients responded 
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satisfactorily to the treatment. In one of the other cases there was slow 
resolution over a period of two weeks, and in the final case a recurrence 
shortly after terminating treatment. The treatment was much shorter in 
these cases than in the genito-urinary cases, 14 requiring only three to five 
days’ treatment; in the remaining two treatment extended to six to eight 
days. This series therefore also shows a highly satisfactory complete cure 
rate—of 87 per cent. The dosage schedule was exactly the same as in the 
cases of genito-urinary infection. 


ACUTE THROAT INFECTIONS 

Sulphadimethoxine was administered as a single daily dose of 1 g. The 
penicillin series was treated by my standard regime of (for adults) 500 mg. 
of phenoxymethylpenicillin night and morning. Although not an orthodox 
scheme of treatment, this has rendered consistently satisfactory results over 
many years and has the advantage of offering to the patient a simple regime 
to which he is likely to adhere. A total of 46 patients was treated with 
sulphadimethoxine and 37 with phenoxymethylpenicillin, the two series 
being comparable with regard to both age and sex incidence, with a pre- 
ponderance of children. 

In the sulphonamide series, 37 patients responded rapidly to treatment 
and in four others there was slow resolution following a full five days’ course 
of the drug. In three cases there were recurrences following omission of the 
sulphonamide and two of these subsequently responded to penicillin and one 
to tetracycline. In one patient the treatment had to be changed to penicillin, 
because of the occurrence of side-effects with sulphadimethoxine. In the one 
case of complete failure to respond to the sulphonamide, there was sub- 
sequent satisfactory response to penicillin. 

In the penicillin series, 30 patients responded completely and rapidly to 
the antibiotic. In four patients there was slow resolution following the 
complete course of five days and in three there was recurrence on omitting 
the antibiotic. All these three cases subsequently responded to sulphadi- 
methoxine. There were no complete failures in the penicillin series. 

Treatment was short in the majority of successful cases, being for three 
to five days in 34 of the sulphadimethoxine cases and in 29 of the penicillin 
cases. Treatment was given for six to eight days in three of the sulphadi- 
methoxine series and in one of the penicillin series. It is to be expected that 
response to specific treatment should be prompt in this infection as other- 
wise we may merely be observing the natural resolution of the infection. 
Experience has shown that with specific therapy there is a prompt response, 
as evidenced by fall of temperature and a loss of subjective symptoms within 
twenty-four to thirty-six hours. Failure to observe this response within two 
days indicates that treatment is not successful and that it should probably 
be changed to an alternative antibacterial agent. These two series of cases 
show remarkably similar results, there being an 80 per cent. complete cure 





GENERAL PRACTITIONERS’ FORUM 93 


rate in the sulphadimethoxine series and an 81 per cent. complete cure rate 
in the penicillin series. Any choice between the drugs may therefore rest 
upon other factors, such as the occurrence of side-effects. 


LOCALIZED PYOGENIC INFECTIONS 

As has already been stated, it was felt that penicillin was probably the drug 
of choice for the treatment of these infections. In view of this, the cases 
treated with sulphadimethoxine were mainly of the less severe variety, 
although one or two cases of severe carbuncles and boils were included. The 
patients consisted of nine males and six females, of whom 13 responded 
rapidly and completely to the sulphonamide and in two there was slow 
resolution following a full five days’ course of the drug. As with the enteric 
and throat infections, the average duration of treatment was short, being 
limited to three to five days in 12, and to six to eight days in one, of the cases 
responding completely to treatment. Thus, despite the expectation that a 
sulphonamide might not be entirely satisfactory in this type of infection, the 
results show that sulphadimethoxine was effective and it might be considered 
justified to try this form of treatment in more severe cases. 


SIDE-EFFECTS 
Out of the total of 103 patients treated with sulphadimethoxine, 16 (16 per 
cent.) experienced some side-effects and in a further two there were side- 
effects which may or may not have been due to the drug. The majority of 
these side-effects, however, were trivial and, with the exception of one 


patient, were not sufficient to interfere with, or necessitate omission of, 
treatment. The actual side-effects encountered were as follows: 


Slight nausea 
Slight vertigo 
Slight headache 
Severe headache 
‘Muzziness’ 
Sweating 
Depression 
Faintness 
Sensitization rashes 
Slight drowsiness 
‘Spots before the eyes’ 


= 
- 
~v 

— 


= Ne SNe Ne SIN ON 


- 
v 
a 


With the exception of one case of severe headache, all these symptoms 
were very mild and either disappeared as treatment continued or could be 
easily overcome either with or without symptomatic remedies. The only 
severe side-effect encountered was the one case of sensitization rash which 
followed three hours after the first dose of the sulphonamide. Despite this, 
the condition (cystitis) cleared up following this single dose although no 
further treatment was given. In the other patient with a rash, this was an 
urticaria, but was probably due to the infection itself, since it subsided in 
spite of continuing with the sulphadimethoxine treatment. The total number 
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of side-effects is seen to exceed the total number of patients experiencing 
them, because in some cases more than one side-effect was experienced by 
the same patient. The most important side-effect was undoubtedly the one 
case of sensitization rash and this should be compared with the incidence of 
similar complications with antibiotics. In view of the widespread use of 
penicillin and other antibiotics, most patients in general practice suffering 
from such sensitivity are known and therefore these preparations are 
avoided. In view of this an incidence of 1 per cent. with sulphadimethoxine 
would not appear to be very high. 

Of more interest, may be to compare the two series of cases of acute 
throat infections treated with sulphadimethoxine and with penicillin. Among 
the 46 patients treated with the former, side-effects were experienced by 10 
(22 per cent.). These were all slight, headache being the commonest, and 
did not preclude the continuation of treatment in any case. On the other 
hand, among the 37 cases treated with penicillin there was only one case of 
a side-effect (3 per cent.), but this was a severe one: severe diarrhoea which 
necessitated the omission of treatment. It would therefore appear that 
sulphadimethoxine does give rise to a higher incidence of minor troublesome 
side-effects, as compared with oral penicillin. My own feeling is that oral 
penicillin still represents the best treatment for this condition, but that a 
long-acting sulphonamide, such as sulphadimethoxine, is a useful alterna- 
tive, particularly when the patients are known to be penicillin sensitive. If 
the number of such patients continues to increase, a stage may be reached 
when an alternative to penicillin will be preferable in the treatment of 
this condition. 

SUMMARY 
Details are given of the treatment of 103 cases in general practice with a 
long-acting sulphonamide, sulphadimethoxine (‘madribon’). The sul- 
phonamide was administered as a single daily dose of 1 g. (2 tablets). 

In 24 cases of acute genito-urinary infection, this resulted in a 75 per cent. 
complete cure rate, the average duration of treatment in the majority of 
these cases being six to eight days. 

In 18 cases of acute infective diarrhoea and sickness the complete cure 
rate was 8g per cent., with slow resolution in the remaining cases; the 
average duration of treatment necessary to effect cure was only three to five 
days. 

In the treatment of acute throat infections, there was a similar cure rate in 
46 cases treated with sulphadimethoxine and 37 cases treated with oral 
penicillin, this being 80 per cent. and 81 per cent. respectively. Again the 
duration of treatment was short in these cases, three to five days’ treatment 
being all that was required to effect complete resolution. 

In the treatment of 15 localized pyogenic infections, although there was 
a tendency to select the milder cases, there was again a very satisfactory 
complete cure rate of 87 per cent. 
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A number of side-effects were encountered in the patients taking sulpha- 
dimethoxine, these occurring in 16 per cent. of such patients. In the 
majority of cases, however, these were quite minor and did not in any way 
interfere with continuing treatment. In one case a sensitization rash de- 
veloped three hours after the ingestion of the first dose and this necessitated 
omission of further treatment with the sulphonamide. In the oral penicillin 
series, which was, of course, restricted only to the cases of acute throat 
infection, there was one case of severe diarrhcea which necessitated omission 
of treatment. There were no minor side-effects in the penicillin series. 

It is concluded that a long-acting sulphonamide, such as sulphadimeth- 
oxine, is the treatment of choice in general practice for acute urinary infec- 
tions and acute infective diarrhoea and sickness. In the treatment of acute 
throat infections and localized pyogenic infections, there are pros and cons 
for the alternative treatments of a sulphonamide or an antibiotic. The 
sulphonamide, however, provides a useful alternative for those patients 
who have developed sensitivity, usually in the form of skin rashes, to 
penicillin. Should this incidence of penicillin sensitivity increase, then there 
might be a more definite place for the use of a long-acting sulphonamide in 
these conditions. 


My thanks are due to Dr. B. L. Bisley, Whitton, Middlesex, and Dr. D. R. Wright, 
Colnbrook, Bucks., for assisting in this investigation. 
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A CASE OF PYODERMA GANGRENOSUM 


By V. H. MARTINDALE, M.B., B.S. 


Cosham, Hampshire 


PYODERMA gangrenosum is a comparatively rare skin disease of unknown 
etiology. It may have been less rare in the last century and the first decades of 
this when wards and outpatient clinics were full of cases of syphilis and 
septic skin lesions. In these cases there would sometimes be superimposed 
on the basic lesion a condition which was called phagedinism. Suddenly 
the ulcers would develop raised edges which rapidly ‘eat’ their way out- 
wards in a characteristic way to be described later. Brocg, a French phy- 
sician, described this as a ‘pathogénétique’ or distinctive pathogenic 
phenomenon which was superadded to the original disease process and 
came to dominate the scene. He called the condition phagedzna geometrica. 
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Many of the cases described in recent years have been associated with 
lesions of the colon, in particular the late stages of ulcerative colitis. 

The following case, observed personally for five years, is described in 
some detail as it presents many interesting features. The fully developed 
lesion is also described in detail so as to give a clear picture of the extent and 
nature of the condition. 

CASE RECORD 
The patient, an electrician, aged 52, married with one daughter, was first 
seen by me in 1954. His appearance was blond, fresh complexioned and 
youthful ; his skin soft and covered with downy hair. He had spent two years 
in Cape Province during the 1939-45 War. 

Previous illnesses.—Acute appendicitis (gangrenous appendix) in 1952 and 
acute exacerbation of a chronic prostatitis in 1954. He had had folliculitis in 
1953, and infected axillary sweat glands and small vesicular skin lesions 
with lymphangitis in the early part of 1954. 

History of present illness.—In June 1954, he developed the lesion which 
can with certainty be described as the onset of the chronic skin condition 
from which he was to suffer for the next five years, which cannot yet be 
regarded as cured, and which has now involved nearly every square inch of 
his body, sparing only his face and a few small areas on his limbs. 

This first lesion was on the right hip and to the uninformed eye had the 
appearance of a carbuncle, but as the days went by and it failed to heal, it 
assumed the characteristic appearance of pyoderma gangrenosum. When 
fully developed there were four zones :— 

(1) The healed area over which the active process, whatever it was, had 
passed. This was supple scar tissue and, like his appendix scar, was never to 
be re-involved in any subsequent spread of the disease. 

(2) The ulcer base, red, irregular, cobbley and covered with bleeding 
points, clots and exudate. 


(3) The raised advancing edge of the ulcer, a hump anything from } to ? 
of an inch (1.25 to 1.9 cm.) high. The inner side of this hump rose steeply 
but the outer side sloped away gradually; the whole mound appeared to be 
honeycombed with tunnels exuding pus; sometimes long casts or purulent 
exudate could be squeezed out. 


(4) The vividly red, flushed outer zone which merged after a varying 
distance of one to three inches (2.5 to 7.5 cm.) with the normal skin. 

This description applies to all subsequent lesions but they must be pic- 
tured, not as small localized areas, but as massive lesions spreading in ever- 
widening arcs over the body (fig. 1), healing as they went. Sometimes fresh 
lesions would appear in previously unaffected areas; they might heal, or they 
might grow in size encompassing a limb, or fade out as they reached the 
scarred tissue of previously affected areas. 

The next five months he spent in hospital. At the end of this time, during 
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which a variety of local treatments had been tried and several antibiotics 
administered, the lesion had spread widely around his trunk, healing as it 
went but remaining active. He was transferred to another hospital and treated 
with iron, vitamins and local applications of eusol and within a month there 


was no active lesion. 
The patient returned to work but in the spring of 1955 a fresh lesion 
appeared below the right scapula. Again there was the inexorable spread and 


Fic. 1.—Pyoderma gangrenosum. 


he was readmitted to hospital. This time massive doses of penicillin appeared 
to effect a cure five weeks from admission and seven from the recurrence. 

Within a week or two a lesion appeared on the knee. He was given peni- 
cillin at home and lesions appeared in each thigh at the sites of injection. 
These healed spontaneously after reaching sizes of about three inches 
(7.5 cm.) in diameter but that on the leg spread relentlessly and the skin 
once again broke down on the back. He was kept at home for five months 
before readmission to hospital where he remained for the next four months. 
This time, after a long period of treatment with antibiotics and supportive 
drugs, he was given prednisolone, 15 mg. three times daily. Healing was 
dramatic. This was in August 1956 and was followed by a period of freedom 
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from trouble and return to work after physiotherapy for contracted flexors 
in the leg. 

Two or three relapses occurred in 1958 and, encouraged by the previous 
response to prednisolone, he was immediately treated with this drug with 
quick control and healing of the lesion. 

In September 1958, he complained of diarrhoea with some mucus but no 
blood. Aware of the association with ulcerative colitis, his condition was 
watched but his bowel habit soon returned to normal. In November 1958, 
a large lesion on the breast was being treated with triamcinolone when he 
was seized with violent abdominal pains. Examination suggested he had a 
perforated bowel and he was immediately admitted to hospital. Laparotomy 
confirmed that he had indeed perforated a diverticulum in the colon. A 
transverse colostomy was established and in March 1959 he had a resection 
of the colon. He remained remarkably well throughout this time and the 
surgical incisions healed by first intention. Unfortunately, after the colos- 
tomy a small stitch abscess developed and soon turned to a typical lesion of 
pyoderma gangrenosum. 

It was not easy to decide whether to use prednisolone again but there 
seemed no other course to take and it was accordingly prescribed. Control 
of the lesion rapidly ensued and at the time of writing the patient is well with 
a normally functioning bowel, and he is back at work. 


INVESTIGATIONS 
It is unnecessary to state that this patient has been thoroughly ‘investigated’. 
In particular there has been a constant search for an infecting organism but 
many swabs have been returned sterile and when organisms have been grown 
they have varied from time to time, probably being contaminants. The 
absence of infection corresponds with the absence of lymphangitis, 
lymphadenopathy and anything but minor pyrexia. 


DISCUSSION 

The association between pyoderma gangrenosum and lesions of the colon, in 
particular ulcerative colitis, has already been mentioned. The association 
in this case was unusual: a gangrenous appendix removed before the develop- 
ment of any disease of the skin, and diverticulitis, revealed only by perfora- 
tion during treatment with corticosteroids. If it were not for the frequent 
coexistence of ulcerative colitis and pyoderma gangrenosum these two 
common diseases of the bowel might be considered as coincidental. As it is, 
one feels that there must be some connexion and the quite definite response 
of the skin lesion to corticosteroids suggests that this might be an allergic 
or auto-immune reaction, terms which are here knowingly used loosely and 
only as an indication to where one is to look for the etiology of this most 
interesting condition. 
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THE PARISH PRIEST AND THE 
FAMILY DOCTOR 


( Abstract) 
By THE BISHOP OF DURHAM 
May 18, 1960 





PuysicaL health depends on more than physical agents, and team work 
between doctor and clergyman can meet the total needs of the patient. 
Man is essentially a unity of body, mind and spirit, which react upon 
and influence each other, and these should not be subdivided. None 
can say precisely where the influence of each part of our constitution 


begins and ends. Very often there may be a moral or spiritual reason 
why a patient does not recover with normal treatment for the correctly 
diagnosed sickness. Treatment of the moral or spiritual reason may then 


result in recovery. Conversely, I have often found there to be a patho- 
logical cause of spiritual or mental malady, which, when discovered by a 
doctor, could then also be treated. 

A good part of my ministry to the sick has been in helping people to 
face an operation without undue fear. Faith in the doctor and surgeon 
may overcome fear of an operation, but fear of death is more difficult to 
overcome. If this is a true fear, then it is essentially the work of the parish 
priest to prepare the man for eternity. 

The family doctor is one of the most valued influences in the life of 
the community, being man of medicine, guide, philosopher and friend of 
the whole family. The doctor-clergyman relationship involves referral of 
the patient from one to the other, and not a complete handing over of 
the patient. This involves complete confidence between doctor and clergy- 
man, there being clergymen to whom a doctor would hesitate to entrust 
his patients and vice versa. Each of us is concerned with the health and 
well-being of our patients and no-one can really cure illness. We can only 
provide the conditions in which healing can do its work. This relationship 
can best be established through personal friendship and interest. 

The work of hospital chaplains is becoming increasingly recognized 
and valued, particularly when the chaplain can help both patients and 
hospital staff. Meetings of doctors and clergy for discussion and consulta- 
tion can lead to friendship, confidence and understanding. We both have 
our respective skills and techniques and may not understand each other’s 
language, but underneath it all is the service to God, to men and to 
women. Our business is not so much the healing of a particular disease 
as healing the man himself, that he may be made whole. 

July 1960. Vol. 185 (99) 





CATS, CARVINGS AND COINS 


A COMPARISON OF SCHIZOPHRENIC AND ARCHAIC ART 


By A. M. W. PORTER, M.B., B.S. 
Camberley, Surrey 


‘Behind the tattooed face a stranger stands’. From a Maori prophecy. 


THE purpose of this short article is to draw attention to the similarities that 
exist between schizophrenic and archaic art. 

The cats.—In the 1955 exhibition of schizophrenic paintings, arranged by 
the Institute of Contemporary Arts, there appeared a series of six portraits 
of a cat’s head by the same artist. Beginning as a natural and realistic paint- 
ing, a gradual flight from reality could be noted, until at last there remained 
only a turbulent stylized pattern, no longer recognizable as the original 
subject. Each step recorded the patient’s gradual deterioration to the florid 
form of the disease. Figure 1a includes photographs of four samples from 
the sequence. 

The carvings.—The Maori people, in their multitude of gods and rich 
mythology, and in the mana (prestige) and tapu (personal sanctity) of their 
chiefs, inextricably mingled fact with fiction, reality with fantasy. The 
human figure, whole or in part, was a common motif of their art, and in 
Auckland Museum many examples of these Polynesian carvings may be 
found. In one exhibit the Curator has selected a series of carvings demon- 
strating the range of treatment of the human face (fig. 1b) and body. Here, 
in a different medium and style, is a sequence reminiscent of the cat’s head. 

The coins.—In figure 1c the left-hand coin is a gold stater of Phillip of 
Macedon, from which is derived the three right-hand Belgic 1st century B.c. 
coins. Again the drift into a schizoid sequence is demonstrated, and again 
the society of origin is relatively primitive and superstitious. 

Other miscellaneous comparisons may be made. There is a similarity 
between some schizophrenic patterned paintings and the x-ray type of 
Australian Aboriginal decoration. Naumburg (1950) records a case of the 
sculpture of a schizophrenic bearing a close resemblance to little known 
ancient Hittite pieces. Lastly, if we were not told that the White Horse of 
Uffington was carved out of a Berkshire hillside by the Celts, one might 
reasonably imagine it as the work of a therapeutic art class. 


Reference 
Naumburg, M. (1950): ‘Schizophrenic Art’, London, p. 200. 


I am grateful to Dr. G. M. Carstairs, the Maudsley Hospital, for the photographs 
of the cats, to Dr. G. Archey, the Director of Auckland Museum, for those of the 
carvings, and to Methuen and Co. Ltd. for making available the drawings of the 
coins. These are derived from Sir John Evans’ book ‘Ancient British Coins’, 1864. 
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‘Showing (a) the progressive disintegration 
the paintings of a cat by an artist with 


deteriorating schizophrenia, and similar sequen- 
ces of (b) Maori carvings and (c) Belgic coins. 
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CURRENT THERAPEUTICS 
CLL—THE USE OF PHENMETRAZINE 


By J. P. SPILLANE, M.D., D.P.M. 


Physician Superintendent, Whitchurch Hospital, Cardiff; Consultant Psychiatrist, 
United Cardiff Hospitals 


PHENMETRAZINE (‘preludin’), one of a new group of compounds with a 
sympathomimetic action, was investigated by ‘Thomai and Wick in 1954 
and was first used in the same year in Germany by Berneike and Rostalski 
for controlling appetite. It was introduced into the United States in 1956 
(Gelvin, McGavack and Kenigsberg). The chemical formula is tetrahydro- 
3-methyl-2-phenyl-1: 4 oxazine hydrochloride. Its relation to ephedrine 
and amphetamine is shown in figure 1. 
PHARMACOLOGY 

It is a white powder with a bitter taste and is well absorbed from the in- 
testinal tract. Thomai and Wick (1954) described animal experiments that 
demonstrated that it did not produce any effect on the heart rate or force 
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ephedrine and amphetamine 


of contraction in concentrations of 10-° to 10-* and had no definite effect 
on blood vessels in rabbits and frogs. Slight diminution in tonus of rabbit 
gut was observed but 1 to 10 mg. per kg. did not affect the blood sugar 
level in rabbits. It produced cerebral stimulation in dogs, but this effect was 
approximately six to ten times weaker than that of amphetamine. The toxic 
level of phenmetrazine was one-fifth that of amphetamine as judged by the 
lethal dose in white mice. 

In anesthetized dogs a cerebral cortical stimulating effect, as indicated by 
the electroencephalogram, was obtained only with intravenous doses of 
phenmetrazine 250 times greater than doses of dextro-amphetamine which 
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produce such effects (Pallotta, 1956). Controlled experiments in human 
volunteers have demonstrated that it combats feelings of fatigue (Kaindl, 
1955). 

Under ordinary conditions it does not appear to exercise any significant 
effect on cardiac action or circulation. Laboratory experiments reported by 
Thomai and Wick (1954) indicate that it has to be given in a dosage 1000 
times that of adrenaline to produce a comparable increase in blood pressure 
even when administered by the intravenous route. It did not produce 
electrocardiographic changes or arrhythmias in the anesthetized dog except 
transiently during pressor responses to intravenous doses. In comparison, 
dextro-amphetamine at one-fifth these doses was observed to cause tachy- 
cardia and depression of the QRS complex and the ST segment unrelated 
to pressor responses. 

After reviewing these pharmacological properties Holt (1956) concluded 
that the precise mode of action was not known although recognizing that 
in clinical practice it was a highly effective and safe appetite suppressant. 


CLINICAL REPORTS 
Early clinical reports stressed that it appeared to have more effect than 
amphetamine in depressing appetite and that there were relatively fewer 


side-effects attached to its use. 

‘Phenmetrazine is a safe and useful drug in controlling the appetite’ (Szenas and 
Pattee, 1957). 

‘A highly effective and safe appetite suppressant for use by overweight patients’ 
(Holt, 1956). 

‘A reliable anorexic agent which may be recommended for general use as an aid 
in the management of overweight patients . . . may be administered with relative 
safety to patients with mild degrees of hypertension or diabetes’ (Natenshon, 1956). 

“This drug is marvellously well tolerated, even by children. Of all the drugs we 
now possess to treat obesity, phenmetrazine is probably the first and only one that 
so well combines powerful action and perfect innocuity’ (Martel, 1957). 

In the same year as Martel’s report, however, cases of psychosis and 
addiction due to phenmetrazine were reported by Bethell (1957), Clein 
(1957) and Lubenthal (1957), and it became abundantly clear that the 
optimism of previous authors and the claim for ‘perfect innocuity’ required 
investigation. With the increasing frequency of reports of psychotic reactions 
and of increasing abuse of the compound the question of control of the drug 
was raised, in spite of the claim of the manufacturers that ‘200 medical 
publications in 15 countries have all stressed the supreme efficiency and 
absolute safety that accompanies the use of Preludin’. 


PSYCHOSIS AND ADDICTION TO PRELUDIN 
The frequency with which psychotic reactions were being demonstrated was 
emphasized in an excellent survey last year by Evans (1959), who com- 
mented: ‘I supposed the condition to be rare but within six months I saw ne 
fewer than sixteen patients who had taken ‘“‘preludin’”’ and had become ill. 
Twelve of these had a psychotic disturbance’. Most psychiatrists would find 
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themselves in agreement with Evans that, because of its social consequences, 
phenmetrazine should be defined as a drug of addiction. 

In recent months six such cases have come to my attention and the 
clinical details are worthy of note. 


Case 1.—A 52-year-old housewife was admitted to hospital after a determined 
attempt at suicide by barbiturate overdosage. This followed a notice to leave her 
house owing to arrears of rent which had accumulated when she had been spending 
at least 30s. a week on ‘preludin’ tablets over the past nine months. There was no 
previous history of significant physical or mental illness and she had been introduced 
to ‘preludin’ by one of her friends, three of whom were in the habit of taking the 
compound as ‘pep’ pills. After originally taking them to reduce weight, she had 
rapidly become addicted : ‘I had to take them in order to keep going, I was unable to 
go out of the house unless I took at least two tablets’. She became apprehensive 
when palpitations developed and feared she was going to die, increased the dosage 
to 14 to 20 tablets a day and, in her husband’s words, ‘was going about in a complete 
daze for a week before admission’. 

Case 2.—A 30-year-old man of unstable personality, who had received treatment 
for a schizophrenic illness in 1957, had had a very disturbed childhood, and for 
years he had been addicted to alcohol. After taking 12 ‘preludin’ tablets to counteract 
his feelings of depression, and some red wine, he attacked a night watchman, was 
charged with murder, and found guilty but insane. 


Case 3.—A 51-year-old housewife, who was admitted in an overactive, aggressive 
condition, had been addicted to amphetamine for at least five years. It had been 
originally prescribed with a reducing diet for slimming and from then she had taken 
dexamphetamine consistently as she found that it gave her a ‘boost’, but in spite of 
the increasing amount of amphetamine she had not lost weight. In the six months 
before admission she had been taking increasing amounts of ‘preludin’, up to 20 
tablets daily. She became increasingly suspicious and disturbed and then frankly 
deluded, believing that she was due to produce a new Messiah in 1963 and that her 
body was being influenced by harmful rays. This disturbed psychotic state persisted 
in hospital for several weeks before remitting. In the following year she was re- 
admitted with paranoid delusions and auditory hallucinations and was overactive 
and aggressive. She had again been taking up to 10 tablets of ‘preludin’ daily for 
several months. 

Case 4.—A 37-year-old housewife was apprehensive, suspicious and aggressive 
on admission. Her husband said she had been taking ‘preludin’ for some two years, 
initially for obesity, on the recommendation of a friend, and later to counter her 
feelings of depression. In recent weeks she had been sleeping with a knife under her 
pillow because she feared attack, claiming that she had seen a greenish light in the 
house and a hunchback who was about to murder a small girl. She believed there was 
a dead body in the garden, and that there was an intruder on the roof of the house 
and so rang the police to whom she complained that the local shopkeepers and her 
general practitioner were in league against her. 

Her aggressive, apprehensive and deluded state receded rapidly with pheno- 
thiazines but she became severely depressed expressing suicidal ideas. This depres- 
sive state responded well to electroplexy and she has remained well since. 

Her pre-psychotic personality was described by her husband as shy, reserved, 
anxious and distrustful with a generally limited social adjustment. Her mother had 
always been very hypochondriacal and in the year preceding admission the patient 
had been preoccupied with repeated minor physical complaints. She showed no 
psychotic features, however, until she had been consuming increasing daily amounts 
of ‘preludin’ for several months. 


Case 5.—A 59-year-old married engineer had lost his employment with a change 
of management two years before admission. His subsequent depressive symptoms 
had been treated unsuccessfully with increasing doses of amphetamine and amylo- 
barbitone which he had supplemented for about six months, without the knowledge 
of his general practitioner, with increasing doses of ‘preludin’. On admission he was 
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overtalkative and overactive, argumentative, distressed and very suspicious. ‘I don’t 
believe anyone ; people are always trying to pull the wool over my eyes’. Initially he 
denied taking drugs. He had lost nearly 70 pounds (32 kg.) in weight in the preceding 
two years and his wife described his recent pathological suspicion of all persons with 
whom he came in contact. He would not allow his wife out alone and recently had 
physically ill-treated her. 

He remained overactive and paranoid after admission accusing the nursing staff of 
spying on him like his wife but responded to chlorpromazine followed by a course 
of modified insulin to recover the weight loss. The depressive symptoms that per- 
sisted were relieved by a course of electroplexy. 

His comments on his reactions to ‘preludin’ were: ‘It used to help me when 
depressed but it made me very angry and suspicious’. Before his illness he had been 
a successful engineer of considerable industry and good social adjustment who 
worked hard to compensate for feelings of inferiority about his lack of a University 
education. 


DISCUSSION 

The manufacturers refer to the ‘abuse of Preludin by an irresponsible few’ 
but it is doubtful if this statement is a complete and satisfactory explanation 
of the increasing number of psychotic reactions and addictions to ‘preludin’ 
that are being reported. In his authoritative monograph, “The Amphetamine 
Psychoses’, Connell (1958) stressed that many amphetamine psychoses were 
missed because of a lack of awareness of the syndrome. The ‘preludin’ 
psychoses closely resemble the amphetamine psychoses and the ‘preludin’ 
addict shares with the amphetamine addict a capacity to lie about the 
amount of drugs taken. Reports by the World Health Organization (1950) 
refer to a million adolescent Japanese amphetamine addicts. With the in- 
creasing difficulty in obtaining amphetamine-like compounds since they 
were classed as Schedule IV poisons many persons turned to other drugs 
and ‘preludin’ psychosis increased in frequency. 

As Evans (1959) emphasized, a history of taking the drug is necessary for 
diagnosis since no satisfactory biochemical test exists. Connell (1958) has 
stressed the futility of attaching importance to the continuation of symptoms 
in amphetamine psychosis unless it is certain that the patient has no access 
to the drug. This qualification certainly holds for ‘preludin’. As ‘preludin’ 
psychosis may be indistinguishable from schizophrenia, the importance of a 
follow-up period is obvious, as Marley (1960) recently stressed with am- 
phetamine psychoses. Similarly, consideration must be given to the pos- 
sibility that ‘preludin’ intoxication, like amphetamine intoxication, may 
‘rekindle’ quiescent schizophrenia, or that the psychosis coincided by 
chance in association with the consumption of ‘preludin’. Patients with mood 
swings may start taking such drugs during a depressive phase and it can 
then be difficult to ascertain which symptoms are due to the drug and which 
to the underlying affective illness. 

The three main characteristics of addiction as defined in the World Health 
Organization Report of 1950 on this subject are: (1) An overwhelming 
desire to continue taking the drug and to obtain it by any means. (2) A 
tendency to increase the dose. (3) A psychological and physical dependence 
on the drug. ‘Preludin’ appears to satisfy these criteria and the recent 
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legislative moves to restrict its supply, in the same way as amphetamine-like 
drugs are restricted, have the full approval of all psychiatrists who are 
familiar with the problem. 

In spite of these evident risks, articles reporting clinical trials of ‘preludin’ 
in obesity in childhood are still appearing although reference to the potential 
dangers is included. The explanation may well be that, as Yudkin (1959) has 
so aptly pointed out, ‘overweight is particularly likely to be the subject of 
irrationality. This is partly because it is often more obvious than other forms 
of abnormal nutrition and partly because it is often a personal problem’. 


SUMMARY 
Attention is once again drawn to the relation between psychosis and addic- 
tion to phenmetrazine and to the clinical features of such psychotic reac- 
tions. ‘The danger of abuse of the drug is thus emphasized. Since reduc- 
tion of weight in obese patients may in itself produce emotional disturbance 
in a certain proportion of cases, the possibility of producing untoward 
emotional reactions in this way needs to be borne in mind. Obese patients 
may be vulnerable in this respect so that phenmetrazine should be pre- 
scribed only after careful assessment of the patient’s past and present 
adjustment. 
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CALLING THE LABORATORY 
VIl.—THE ERYTHROCYTE SEDIMENTATION TEST 


By H. J. GIBSON, M.D., D.P.H. 
rea Pathologist, Bath 


THE estimation of the erythrocyte sedimentation rate (E.S.R.) is not only 
the oldest blood test in clinical pathology, it is also the most general in its 
applicability. It was used by the phlebotomists of antiquity when they 
observed the thickness of the ‘buffy coat’ or crusta phlogistica, the clotted 
plasma layer in blood after therapeutic venesection. Their interpretation of 
this layer as ‘phlegm’ was erroneous but the inference that an excess 
indicated active and deep-seated disease was correct. They were in fact 
measuring the E.S.R., using the coagulation time as their clock. For prac- 
tical purposes the test indicates the extent of tissue destruction and exuda- 
tion just as the white cells reflect the nature of the associated cell infiltration. 
It follows from this that a raised E.S.R. is not an indicator of any one disease 
or group of diseases but of a pathological process which may accompany a 
wide variety of medical, surgical or gynecological conditions. It is a pre- 
liminary sorting test, in the light of which other pathological and clinical 
findings may be assessed. ‘The fall of rate with resolution of the lesion gives 
objective evidence of the success of treatment and thus assists 
in prognosis. 
MATERIAL REQUIRED 

Blood is taken by vein puncture with a dry sterile syringe and needle, 5 ml. 
being ample for the test. Methods adapted to the use of capillary blood are 
not so reliable and require considerable skill if the result is to be satisfactory. 
It was formerly recommended that the blood be diluted with 1 part of 3.8 
per cent. sodium citrate in the syringe but this is difficult to do accurately 
and the resulting diluted blood is useless for other tests. Solid anticoagulant 
in the container is best and, whilst potassium oxalate and Wintrobe’s 
oxalate mixture are still used, ‘sequestrene’, the dipotassium salt of ethylene- 
diamine-tetra-acetic acid (ED'TA) is best. Blood is placed in a 5-ml. vial 
or small test-tube containing the dried deposit of 0.05 ml. of 10 per cent. 
EDTA solution and shaken gently. Cells are well preserved for transport to 
the laboratory and for this reason the permissible delay before the test is 
set up may be up to six hours. At the laboratory the blood may be diluted 
with citrate solution for the Westergren technique, or used undiluted for 
Wintrobe’s method. The remaining blood is available for hamoglobin 
estimation, cell counts and certain biochemical tests. If the EDTA blood 
arrives late at the laboratory it may be kept overnight in the refrigerator and 
used for the E.S.R. estimation next day without loss of sensitivity. The 
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accompanying request form should give a brief note of the nature of the 
condition, especially its duration, the presence or absence of fever and the 
tentative clinical diagnosis. 


PRINCIPLES OF THE TEST 

The basic principle of the test is that in certain pathological conditions 
involving a degree of tissue damage, exudation and reaction, the plasma 
protein pattern is altered, giving an increased tendency to rouleau formation 
of red cells when shed blood is in contact with glass. Degrees of plasma 
abnormality are reflected in the size of the red cell aggregates, and the rate 
of fall in turn depends upon their size. For this reason the test is quantitative. 
No precise definition of the rouleau-forming factor can be given. Fibrinogen 
is important and the globulins also play a part. Albumin has the reverse 
effect. The resulting rate of fall is thus evidence of a summation of effects 
and reflects a pattern of plasma protein constitution rather than increase of 
a single constituent. 

The influence of anemia on the E.S.R. is a complex one depending to 
some extent upon the method used. With undiluted blood, as in the 
Wintrobe method, certain forms of anemia undoubtedly accelerate the rate, 
and correction for packed red cell volume may be made by the use of an 
appropriate curve. If the blood is diluted with one part of isotonic citrate 
solution to four parts of blood, as in the Westergren method, anzemia has far 
less influence and may for practical purposes be neglected. The latter method 
is so widely used internationally that its results have a special value for com- 
parative studies. The advantages gained by the elimination of anemia as a 
complication must be off-set by the fact that the test is rather less sensitive 
because dilution of the plasma varies from case to case and may be nearly 
double the whole-blood dilution. The rouleau-forming effect is probably 
weakened by this procedure. It is for this reason that in some 
laboratories a method such as that of Wintrobe using undiluted blood 
is used in addition to the Westergren method to detect minor degrees 
of abnormality. 


INTERPRETATION OF THE TEST 
The normal range may be taken as less than 10 mm. fall in one hour in males 
and 15 mm. in females. ‘The only physiological cause of increase is pregnancy. 
With this exception a significant increase of rate indicates that tissue-des- 
tructive organic disease is present in the body. The degree of increase is a 
measure of the extent and severity of the process. Such diseases may be 
infective, ischemic as in coronary infarction, metabolic as in acute gout, 
traumatic as in burns and fractures, or neoplastic as in certain malignant 
tumours. Generalized blood infection without localization, such as acute 
influenza, and catarrhal infections as exemplified by cystitis, may give a 
normal rate, Extensive infective processes in the central nervous system may 
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be found without significant increase. Fibrotic carcinoma or early sarcoma 
may show no increase. On the other hand a benign fibroid, if subject to 
degeneration and necrosis, may give a raised rate. In cases with liver disease 
the test should be interpreted with caution as it may fail to show an increase 
in the presence of extensive lesions. Even in cases of rheumatoid arthritis, 
acute rheumatism or tuberculosis a normal rate may be found in certain 
phases and the importance of repeated tests must be emphasized. In the 
rheumatic diseases steroid treatment, as well as masking symptoms, may 
cause a fall in E.S.R. 

In some cases the pattern of results in repeated tests is almost diagnostic. 
Thus, in coronary thrombosis the E.S.R. at the time of the attack is usually 
near to normal. Daily tests on blood taken for prothrombin estimations will 
show a steady rise reaching its maximum (up to or even over 100 mm.) in six 
to eight days, with an almost equally rapid fall. Any further infarction or 
embolism is at once shown by the course of the curve. Such cases show 
clearly that the time interval between tissue damage and a rise in rate may 
be very short and the same applies to the return to normal with resolution of 
the lesion. 

A word may be said about extremely rapid rates. Kala-azar is said to give 
the greatest increase among infective processes. In Britain a rate of over 
100 mm. in half-an-hour is found in a proportion of cases of multiple 
myelomatosis, It is a good rule to carry out serum electrophoresis in all 
cases showing such an increase and if the pattern is one of those associated 
with myeloma the sternal marrow is examined. In this way many un- 
suspected cases may be brought to light. Cranial arteritis, leukaemia, hemo- 
lytic anemia, chronic renal disease, sarcoidosis and systemic lupus ery- 
thematosus are other conditions which may give rise to unexpectedly 
rapid rates, 

The reverse finding of an abnormally slow rate (1 to 3 mm.) is most com- 
monly due to polycythemia. If this is excluded the possibility of a plasma 
protein deficiency, of which agammaglobulinemia and fibrinogenopenia are 
examples, should be investigated. 


SUMMARY 
Although its precise rationale is not fully understood, estimation of the 
E.S.R. is a simple and reliable test for which there is no adequate substitute. 
In diagnosis it is a preliminary sorting test giving an indication of the nature 
and extent of the lesion present. During treatment it gives an objective 
assessment of improvement or deterioration. 





REVISION CORNER 
OCCIPITAL HEADACHE 


Occip1TaL headache may be due to intracranial causes in the posterior 
fossa, or to disease of the bony and ligamentous structure of the cervical 
spine and the overlying soft tissues. Pain referred to the occipital region 
from the neck is more likely to be prominent in individuals who have well- 
developed sensory components in the posterior primary divisions of the 


upper cervical nerves. 


INTRACRANIAL LESIONS 
Vascular causes.—Paroxysmal occipital headache with vomiting may be a 
sign of migraine. Other manifestations of migraine can often be obtained 
from the history. The episode of headache starts in the occipital region but 
usually extends anteriorly to produce a hemicranial headache. Migrainous 
spasm of the posterior cerebral artery causes the characteristic visual dis- 
turbances in the opposite half fields of vision. If the episodes of headache 
always occur on the same side, or if any residual signs are left after an attack, 
full investigation is necessary to exclude an angioma or other lesion. 
Auscultation of the skull for a bruit is always indicated. 

Basilar ischemia in the older age-groups may cause a chronic occipital 
headache, with exacerbations often associated with fatigue or dehydration. 
During these there may be blurring of vision related to a fall in circulation 
in the posterior cerebral vessels, with perhaps some confusion and dis- 
turbance of memory. Ischemia of the brain-stem results in vertigo, 
dysarthria, and weakness of the legs, sometimes producing drop attacks. 

Rupture of a congenital aneurysm may initially start with transient 
unilateral pain, which then becomes generalized and maximal in the occipital 
region, with accompanying neck rigidity and vomiting. The diagnosis is 
obvious when there has been a large hemorrhage. In the slighter cases, 
however, the diagnosis may be missed unless the occurrence of occipital 
headache with vomiting even when neck rigidity is only slight, is regarded 
as suspicious of subarachnoid haemorrhage. 

Intracranial tumour.—Rise of intracranial tension due to a tumour in any 
situation may cause severe paroxysms of occipital headache if coning or 
compression of the cerebellar tonsils into the foramen magnum Is occurring. 
The onset of occipital headache and neck stiffness in a patient with a long- 
standing history of headache is a cause for concern. The fundi should be 
carefully examined and full investigation advised. Cystic tumours of the 
cerebellar hemisphere in children and adults are liable to cause paroxysmal 
occipital headache and diplopia. 

Unilateral occipital headache with deafness and tinnitus presenting in 
the second half of life is suggestive of an acoustic nerve tumour. Any facial 
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weakness or depression of the corneal reflex on the side of the deafness 
should be carefully looked for. Metastatic deposits in the cerebellum may 
produce headaches and signs of a space-occupying lesion, or the patient may 
show mental deterioration, with posterior headache and vomiting due to 
metastatic basal meningitis. 

Infections.—Extension of middle-ear infection causes vertigo if the 
labyrinth is involved, and nystagmus with ataxia of the homolateral arm and 
leg may develop if the cerebellum is affected. Neck rigidity suggests a 
meningeal spread, and tenderness over the internal jugular vein an intra- 
cranial thrombophlebitis. The constitutional symptoms may be slight if the 
infection has been masked by treatment with antibiotics and chemotherapy. 
Generalized meningitis usually produces a diffuse headache with photo- 
phobia and classical signs of meningeal irritation. Virus tmfections of the 
meninges may produce occipital headache as a cervical lymphadenopathy 
may be present. 

Traumatic causes.—Following a minor head injury or even a drop on to 
the feet from a moderate height, occipital headache may develop as a 
prominent feature of the post-traumatic syndrome. Bleeding into the brain- 
stem or cerebellum from capillary telangiectasis should be remembered as 
a possible cause in the early stages, or arachnoidal adhesions as a late result. 


CERVICAL CAUSES 
Cervical spondylosis and bony causes.—Ossification of the posterior atlanto- 
occipital ligament causing compression of the posterior division of the first 
cervical nerve, arthritis in the complex articulations at the upper part of the 
cervical spine, and spasm of the small posterior cervical muscles, which 
contain many muscle spindles, are causes of occipital pain. The lesion may 
be degenerative as in cervical spondylosis, or infective as in osteitis, when 
extension of pharyngeal infections may be a cause. Malignant compression 
of the posterior primary divisions may result from metastases. The greater 
or lesser occipital nerves are also subject to a non-specific neuritis producing 
neuralgic pain and tenderness of the nerves affected. 

Benign myalgic encephalomyelitis.—Since the epidemic of this disorder in 
1955 sporadic cases have occurred in both sexes. The symptoms consist of 
malaise, vertigo, nausea, occipital headache and aching pain in the neck and 
shoulders. Examination shows that the posterior cervical region is tender 
due to the presence of small firm glands and muscle spasm. Relapses over 
some months may occur. 

INVESTIGATIONS 
The general clinical background helps to indicate the probable cause and 
the appropriate investigations. X-rays of the skull, mastoids and cervical 
spine may be necessary. Measurement of the sedimentation rate and 
examination of the plasma proteins are sometimes indicated. A blood 
Wassermann reaction is required to exclude syphilitic infection. An electro- 
encephalogram is valuable as it can localize the presence of a posteriorly 








112 THE PRACTITIONER 


situated vascular abnormality such as an angioma, and basilar ischemia 
may produce a characteristic symmetrical disturbance. Examination of the 
cerebrospinal fluid is essential when there is neck rigidity suggesting either 
meningeal irritation due to subarachnoid hemorrhage or meningitis, but the 
possibility of occipital headache being due to coning from a space-occupying 
lesion should be remembered, as in such cases lumbar puncture is contra- 
indicated. Vertebral angiography may be of great assistance but its use 
requires discretion when basilar ischemia is present. It should be noted that 
examination of the cerebrospinal fluid of itself, with lowering of the pressure, 
is a cause of troublesome occipital headache. 


TREATMENT 

This naturally depends upon the cause but when an occipital neuritis is 
present heat treatment may be helpful. A plastic collar is of assistance for 
spondylosis. The possibility of a block with procaine may be considered 
when there seems to be a definite posterior occipital neuritis which does not 
respond to physiotherapy. Antihistamines are useful to reduce muscle 
spasm particularly if a lymphadenopathy is present. Sustained neck traction 
is better avoided especially if the diagnosis is uncertain. 

HELEN DIMSDALE, M.D., F.R.C.P. 

Neurologist, Royal Free Hospital. 


SPASTIC COLON 


‘SPAsTiIc colon’ is but one of many terms used to describe a chronic and 
recurrent disturbance of colonic function; ‘irritable colon’ is probably a 
better descriptive term for this condition. 


ETIOLOGY 
Essentially a disorder of adult life, irritable colon almost invariably develops 
as a result of prolonged stress or emotional conflict, although other less 
important contributory factors exist. The condition may follow on previous 
organic infection of the colon, particularly ameebic dysentry in which there 
was initial delay in obtaining adequate and radical treatment. 


PHYSIOLOGY OF THE LARGE INTESTINE 
A brief consideration of the normal physiology of the large bowel is helpful 
in approaching this problem and in appreciating the varied symptoms to 
which ‘irritable colon’ may give rise. 

Intestinal contents, entering the ca#cum in a completely fluid form, are 
normally retained in the ascending colon for some hours, being subjected 
to ‘segmentation movements’ designed to facilitate the absorption of water 
and reduce the bulk of the residue. Subsequent propulsion of the faces 
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along the transverse and upper part of the descending colon occurs in mass 
peristaltic ‘rushes’; as the faeces pass down the descending and pelvic colon 
peristaltic movements become progressively less frequent and extensive. 
The defzcation reflex is only initiated when (and usually as a result of a 
mass peristaltic movement) the contents of the lower sigmoid colon are 
emptied into the rectum causing distension of the upper rectal wall. ‘This 
reflex can, of course, be suppressed by forceful voluntary contraction of the 
anal sphincters at the same time relaxing the abdominal muscles and dia- 
phragm. If this is done, the desire to defeecate passes off as mass peristalsis 
ceases, and the reflex will not again be set in motion until the next meal or 
the next mass peristalsis occurs. 


SYMPTOMATOLOGY 

Irritable colon may present with varied symptoms, which must be inter- 
preted as different manifestations of this functional disturbance of the 
bowel. Abdominal pain is the most frequent presenting symptom, at first 
localized in the left lower quadrant associated with spasm of the lower 
descending and pelvic colon. When spasm is severe or prolonged, pain may 
also arise from distension of the caecum and occur in the right iliac fossa too. 
Occasionally there is superimposed an intermittent colicky or griping pain, 
occurring with the increased peristaltic movements initiated by the gastro- 
colic reflex. 

Although spasm of the lower descending and pelvic colon tends to cause 
constipation (which may be severe at times), most patients who suffer from 
this condition experience intervening short bouts of what they term ‘diar- 
rheea’, when they pass three or four very small soft or semi-fluid stools 
during the first few hours after rising. There may be obvious excessive 
mucus in these stools, but the absence of pus or blood virtually excludes 
any question of inflammatory change in the lower bowel, and the mucus 
probably results from excessive cholinergic stimulation and represents 
‘added lubrication’. Stools are often ‘ribbon-like’, lacking the normal 
haustral markings and clearly indicating the extent of spasm in the sigmoid 
colon. 

Apart from abdominal pain and constipation (occasionally alternating 
with spurious diarrheea), most sufferers from irritable colon also complain 
of vague dyspepsia with epigastric fullness and eructation of wind after 
meals, frequent nausea and other symptoms suggesting reduced gastric 
mobility. These gastric symptoms may be of reflex origin provoked by sig- 
moid spasm, or be yet another manifestation of underlying vasomotor 
instability. They become more troublesome when the patient is fatigued or 
under stress, and are not appreciably aggravated by items of diet which 
could be expected to intensify pain due to a gastric or duodenal ulcer. 
Other symptoms of vasomotor instability such as frequent headaches, cold 
clammy hands, ‘cold sweats’ or recurrent ‘faint feelings’ may help to indi- 
cate the underlying vasomotor upset. 
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INVESTIGATIONS 

It is most important to exclude any organic cause for the bowel symptoms 
and one or two simple investigations are essential to this end. Proctoscopy 
usually reveals a normal or slightly pale mucosa, excessive mucus and not 
infrequently hemorrhoids (particularly when constipation has been a pro- 
longed feature). If the symptoms are at all suggestive of an early distal 
colitis, then a full sigmoidoscopy examination is essential. Examination 
should be made of at least two fresh stools for parasites or cysts, for many 
patients who have had ameebiasis later develop an irritable colon and the 
possibility of a flare-up in the original ameebic infection cannot otherwise 
be dismissed. Bacteriological culture of the faeces is a wise precautionary 
measure in those cases in which diarrhea is the dominant symptom. 

When neoplasm or diverticulitis is suspected, a barium enema x-ray 
examination will be required, but this investigation should only be necessary 
in a small proportion of cases. 


MANAGEMENT OF EMOTIONAL DISTURBANCES 
The physician’s task in approaching the underlying emotional disturbance 
is primarily to encourage the patient to discuss his problems, modify his 
attitude to them when necessary (for example, when hostility is evoked) and 
to express his normal resentment more freely to those who will respect his 
confidence. The relationship between stress and bowel symptoms is usually 
soon apparent to the patient and, reassured that there is no organic disease, 
the majority are subsequently able the better to adapt themselves to their 


environment. The family practitioner, despite the time and patience which 
this task requires, is far better placed to gain his patient’s confidence (and 
help him resolve his emotional conflicts and anxieties) than is the con- 
sultant. In only a small minority of patients whose emotional conflicts are 
too deep to permit a ready approach and discussion, will it prove necessary 
to seek the help of a psychiatrist. 


GENERAL MANAGEMENT 
The general management of irritable colon is also important. Here the 
primary aim should be to impose as little dietary restriction as possible 
and to encourage a normal life of full social and physical recreational acti- 
vities. In the early stages of treatment it may be as well to reduce roughage, 
but as soon as possible the patient should return to a full diet (merely 
leaving on the side of the plate pips, skins and tough vegetable or meat 
fibres). If dyspepsia is troublesome, fried food is better avoided but there 
should be no need to restrict grills; any question of food allergy as a provo- 
cative factor merits detailed study by the patient and, if confirmed by posi- 
tive reactions on intradermal or skin prick testing should be further checked by 
giving a very small ‘provocative dose’ of the suspected food after a short 
fast, or by the use of suitable elimination diets. 

Over-fatigue, both physical and mental, must be avoided and to this end 





NOTES AND QUERIES 


115 
the patient should be encouraged to re-plan his work habits. Regular 
physical exercise in the fresh air constitutes a particularly important 
measure, and perhaps no less important a regular ‘night-out’ each week 
with the marital partner or close friend will afford mental relaxation and 
an escape from daily routine and tension. 

Drugs play only a small part in therapy, but in the initial stages of 
treatment sedatives and antispasmodics are often helpful. Small doses of 
amylobarbitone (which is a little shorter acting and less depressing than 
phenobarbitone)—} grain (30 mg.) four times daily—is preferable to a 
nightly sedative, and it can advantageously be combined with } grain 
(15 mg.) of belladonna dry extract B.P., or the more effective hyoscine-N- 
butylbromide (“buscopan’), 0.02 g. four times daily. Propantheline is more 
apt to give rise to dryness of the mouth and is not so well tolerated by 
many patients. Aperients and laxatives should be avoided; one of the 
methylcellulose preparations, such as ‘celevac’, or, alternatively, ‘I-so-gel’ 
often proves helpful, given in small doses two or even three times in the day. 

Above all, a sympathetic understanding on the part of the patient’s prac- 
titioner is essential if the patient is to alter his attitude to life, to his environ- 
ment and to the bowel symptoms arising therefrom. Once assured of his 
doctor’s understanding, his symptoms explained to him and his confidence 
returning, he can be encouraged to live with his ‘irritable colon’ without 
any appreciable disability. 

R. Gwyn EVANS, M.B.E., T.D., M.D., M.R.C.P. 
Physician, General Hospital, Nottingham. 
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Poliomyelitis Vaccination 
Query.—I 


advise me on the following case 


need be taken until the booster dose is given 
in December 
In view of the urticarial episode it might be 
advisable to precede any further injections by 
forty-eight hours of antihistaminic treatment. 
Proressor WILFRID GAISFORD, M.D., 
M.SC., F.R.C.P. 


grateful if you could 
4 child was 


given poliomyelitis vaccine last December. For 


should be 


various reasons, the chief one being the develop- 
ment of urticaria, the second injection was post- 
poned until May. Should I treat this (May) 
injection as a first or as a second injection?’ L.e 
give only one further injection in seven or eight Kerosts Epitheliasis 

Query (from a reader in Singapore).—I have 
seen a number of my adult Indian patients and 
a few Chinese suffering from dryness or xerosis 
of the conjunctiva which is limited to the inter- 
palpebral bulbar conjunctiva. There are white 


months or give another one, say, in June and 


follow up with a third later 


REPLY It would be wiser to consider the May 
injection as the primary one and to give the 


second four weeks later, following with a third 


at the end of the year 

The alternative 
sample and estimate the titres of neutralizing 
antibodies; if the December injection had pro- 


would be to take a serum 


duced sensitization, adequate levels might well 
be present already; if they are, no further steps 


patches on the temporal and nasal sides of the 
cornea resembling Bitot’s spots. In the severe 
cases, there is congestion and hypertrophy of 
the interpalpebral bulbar conjunctiva. In nearly 
every case, the condition affects both eyes. 
There is no history of malnutrition and no 
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INVESTIGATIONS 

It is most important to exclude any organic cause for the bowel symptoms 
and one or two simple investigations are essential to this end. Proctoscopy 
usually reveals a normal or slightly pale mucosa, excessive mucus and not 
infrequently hemorrhoids (particularly when constipation has been a pro- 
longed feature). If the symptoms are at all suggestive of an early distal 
colitis, then a full sigmoidoscopy examination is essential. Examination 
should be made of at least two fresh stools for parasites or cysts, for many 
patients who have had ameebiasis later develop an irritable colon and the 
possibility of a flare-up in the original ameebic infection cannot otherwise 
be dismissed. Bacteriological culture of the feces is a wise precautionary 
measure in those cases in which diarrhcea is the dominant symptom. 

When neoplasm or diverticulitis is suspected, a barium enema x-ray 
examination will be required, but this investigation should only be necessary 
in a small proportion of cases. 


MANAGEMENT OF EMOTIONAL DISTURBANCES 
The physician’s task in approaching the underlying emotional disturbance 
is primarily to encourage the patient to discuss his problems, modify his 
attitude to them when necessary (for example, when hostility is evoked) and 
to express his normal resentment more freely to those who will respect his 
confidence. The relationship between stress and bowel symptoms is usually 
soon apparent to the patient and, reassured that there is no organic disease, 
the majority are subsequently able the better to adapt themselves to their 


environment. The family practitioner, despite the time and patience which 
this task requires, is far better placed to gain his patient’s confidence (and 
help him resolve his emotional conflicts and anxieties) than is the con- 
sultant. In only a small minority of patients whose emotional conflicts are 
too deep to permit a ready approach and discussion, will it prove necessary 
to seek the help of a psychiatrist. 


GENERAL MANAGEMENT 
The general management of irritable colon is also important. Here the 
primary aim should be to impose as little dietary restriction as possible 
and to encourage a normal life of full social and physical recreational acti- 
vities. In the early stages of treatment it may be as well to reduce roughage, 
but as soon as possible the patient should return to a full diet (merely 
leaving on the side of the plate pips, skins and tough vegetable or meat 
fibres). If dyspepsia is troublesome, fried food is better avoided but there 
should be no need to restrict grills; any question of food allergy as a provo- 
cative factor merits detailed study by the patient and, if confirmed by posi- 
tive reactions on intradermal or skin prick testing should be further checked by 
giving a very small ‘provocative dose’ of the suspected food after a short 
fast, or by the use of suitable elimination diets. 

Over-fatigue, both physical and mental, must be avoided and to this end 
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the patient should be encouraged to re-plan his work habits. Regular 
physical exercise in the fresh air constitutes a particularly important 
measure, and perhaps no less important a regular ‘night-out’ each week 
with the marital partner or close friend will afford mental relaxation and 
an escape from daily routine and tension. 

Drugs play only a small part in therapy, but in the initial stages of 
treatment sedatives and antispasmodics are often helpful. Small doses of 
amylobarbitone (which is a little shorter acting and less depressing than 
phenobarbitone)—} grain (30 mg.) four times daily—is preferable to a 
nightly sedative, and it can advantageously be combined with } grain 
(15 mg.) of belladonna dry extract B.P., or the more effective hyoscine-N- 
butylbromide (‘buscopan’), 0.02 g. four times daily. Propantheline is more 
apt to give rise to dryness of the mouth and is not so well tolerated by 
many patients. Aperients and laxatives should be avoided; one of the 
methylcellulose preparations, such as ‘celevac’, or, alternatively, ‘I-so-gel’ 
often proves helpful, given in small doses two or even three times in the day. 

Above all, a sympathetic understanding on the part of the patient’s prac- 
titioner is essential if the patient is to alter his attitude to life, to his environ- 
ment and to the bowel symptoms arising therefrom. Once assured of his 
doctor’s understanding, his symptoms explained to him and his confidence 
returning, he can be encouraged to live with his ‘irritable colon’ without 
any appreciable disability. 

R. Gwyn EVANS, M.B.E., T.D., M.D., M.R.C.P. 
Physician, General Hospital, Nottingham. 
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Poliomyelitis Vaccination need be taken until the booster dose is given 
QUERY. “1 should be grateful if you could '™ December 

advise me on the following case. A child was In view of the urticarial episode it might be 
given poliomyelitis vaccine last December. For advisable to precede any further injections by 
various reasons, the chief one being the develop- forty-eight hours of antihistaminic treatment. 
ment of urticaria, the second injection was post- Proressor WILFRID GAISFORD, M.D., 
poned until May. Should I treat this (May) M.SC., F.R.C.P, 
injection as a first or as a second injection?’ 1.e 

give only one further injection in seven or eight Kerosts Epitheliasis 

months or give another one, say, in June and 


Query (from a reader in Singapore).—I have 
follow up with a third later 


seen a number of my adult Indian patients and 
Rep_y.—It would be wiser to consider the May a few Chinese suffering from dryness‘or xerosis 
injection as the primary one and to give the of the conjunctiva which is limited to the inter- 
second four weeks later, following with a third _ palpebral bulbar conjunctiva. There are white 
at the end of the year patches on the temporal and nasal sides of the 

The alternative would be to take a serum cornea resembling Bitot’s spots. In the severe 
sample and estimate the titres of neutralizing cases, there is congestion and hypertrophy of 
antibodies; if the December injection had pro- the interpalpebral bulbar conjunctiva. In nearly 
duced sensitization, adequate levels might well every case, the condition affects both eyes. 
be present already; if they are, no further steps There is no history of malnutrition and no 
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complaint of night blindness. The patients are 
usually well built. The cornea and eyelids are 
normal, and there is no ectropion, trichiasis, 
proptosis, or lagophthalmos. I have tried treat- 
ing them with sulphacetamide, penicillin, and 
cortisone eye drops, chlortetracycline eye oint- 
ment, systemic penicillin, vitamin A and vita- 
min C injections, and also vitamin tablets and 
cod-liver oil, but none of them helped. 

I should be grateful for advice on the cause 
of this condition and its treatment. 


Rep_y.—The description of the interpalpebral 
conjunctival lesion in adult Indian and Chinese 
patients seems to justify a diagnosis of xerosis 
epitheliasis with, in some of the cases, a 
secondary infection, bacterial or viral. Xerosis 
epithelialis is a symptom of a general nutri- 
tional disturbance due to ingestion below 
minimum requirements or deficient utilization 
of vitamins. 

Although the patients are said to be well 
built and there is no history of malnutrition 
this factor of malnutrition cannot be ruled out 
so easily. Malnutrition in man is a complex 
affair for, whereas in experimental animals 
isolated deficiencies can be inflicted, it is unusual 
for simple deficiencies to occur clinically in 
man for, both in their sources and in their 
metabolism, the various vitamins are closely 
associated. Symptoms ascribable to one factor, 
however, may dominate the clinical picture. 
Patients whose diet is predominantly starchy 
may appear plump, and indeed over-plump, 
and yet suffer from gross deficiency of the B 
group of vitamins with ocular manifestations 
such as a dry, burning conjunctiva, and occa- 
sionally neo-vascularization and ulceration of 
the cornea. These patients are often achlor- 
hydric. Vitamin B is unstable in an alkaline or 
neutral gastric medium and so, even if ingested, 
is not absorbed 

Another factor which should be investigated 
is the presence of helminthiasis which is very 
prevalent in the East. Ankylostomiasis, for 
instance, often causes secondary anemia and 
this parasite, and ascaris and schistosoma, bring 
about a debility from which a xerosis-type of 
lesion follows 


Treatment.—A large part of the modern 
therapeutic armamentarium seems to have been 
tried ineffectively. A word of warning should be 
given about the too liberal use of cortisone, for, 
if the secondary infection is a virus one con- 
fined to the epithelium, cortisone will act as a 
‘spreading-agent’; and, if there is corneal ul- 
ceration, cortisone may cause the crater to 
deepen and even perforate. Many conditions 
respond as well and more safely to simpler if 
older forms of treatment: 
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Locally; (i) A bland lotion such as the follow- 
ing, diluted with an equal part of warm water 
and used two or three times a day:— 

Chlorbutol I grain (60 mg.) 
Sodium chloride 12 grains (0.8 g.) 
Cherry laurel water 

B.P.C. 1949 
Water 


20 minims (1.3 ml.) 
to 1 fluid ounce 
(28.5 ml.) 

(ii) Mercurochrome in a 2% aqueous solution 
and used as drops or painted on the conjunctiva. 

(iii) Cod-liver oil drops—instilled into the 
lower fornix twice a day. 

Parenterally; Aneurine, 25 mg., and cyanoco- 
balamin, 100 micrograms, by subcutaneous 
injection twice a week. 

Diet.—Meat, fresh vegetables and fruit and 
dairy produce with a reduction or elimination 
of starchy foods. 

A. McKie Ret, M.c., T.D., F.R.C.S 


Persistent Post-gonorrheal 


Dysuria 
Query (from a reader in Singapore).—I would 
be grateful for advice on the following case. 
The patient, aged about 28 years, had 
gonorrhecea a few years ago. For eighteen months 
now he has been suffering from dysuria. A 
prostatic smear shows a few pus cells and also 
gram-positive cocci. The patient has had pro- 
longed treatment with tetracycline, kanamycin, 
streptomycin and chloramphenicol, and spira- 
mycin, but smears remain persistently positive. 


Repty.—The questioner does not make clear 
the meaning of his term ‘smear positive’. 
Presumably it refers to an excess of leucocytes 
in the prostatic secretion. Assuming that 
ordinary physical examination of the patient 
shows no abnormality and that tests for albumin 
and sugar in the urine are negative, the need 
in this case is for detailed genito-urinary ex- 
amination, which should include the following:- 

(1) Inspection in the early morning before the 
first urine is passed, for urethral secretion and, 
if some is present, microscopic smears, including 
wet preparations for Trichomonas vaginalis, and 
culture. Inspection, microscopic examination 
after centrifugation, and cultures for Koch’s 
bacillus of the first morning urine. This should 
give evidence as to the presence or absence of 
urogenital infection and, if the two-glass test is 
used, some indication of its distribution. 

(2) The collection of a specimen of urine with 
sterile precautions, and examination and culture 
of the deposit. If organisms are grown their 
sensitivity to antibiotics should be tested. 

(3) Urethroscopy to exclude stricture or other 
abnormality in the anterior urethra. 
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(4) The passage of a full-sized metal curved 
sound (Clutton 16-20 or 18-22) to the bladder, 
to exclude stricture of the posterior urethra 

(5) Assuming no urethral obstruction, the 
bladder wall and ureteric orifices should be 
examined by cystoscopy. 

(6) Intravenous pyelography. 

If all these prove to be negative it may be that 
the patient’s complaint of dysuria is due to his 
chronic prostatitis, and prostatic massage, with 
or without diathermy, may give relief 

AMBROSE KING, M.B., F.R.C.S 


Mongolism 
Query.—A young couple have recently pro- 
duced a mongol child, their first born. Both are 
professional people. One of the father’s cousins 
was also a mongol. 
(1) What are the chances of a second mongol? 
(2) Are the chances of any other abnormality 
in later children greater than normal? 


Repty.—({1) The over-all chances of a second 
mongol child are small, perhaps double the 
random risk for another mother of the same age; 
this good risk is probably little affected by the 
father’s family history. There are indications 
that a small proportion of mongol parents have 
a greater risk of producing a second mongol 
child. In the not distant future, it may be 
possible to recognize the rare forms of mon- 
golism for which this is true by the new tech- 
niques of examining the chromosomes of the 
patient or the parents 
(2) There is no increased risk of any other 
form of abnormality. 
Cc. 0 


CARTER, B.M., M.R.C.P 


Vegetarian Diets 

Query.—What is the view of informed dietetic 
opinion regarding vegetarian diets? What are the 
advantages and disadvantages of such diets to 
people in normal health? Is there any foundation 
for the claims made recently, especially by one 
non-medical writer, to dramatic cures in rheu- 
matoid arthritis? 


Rep_y.—First let us be clear as to what we mean 
by vegetarian diets. Commonly, we mean a diet 
which has no meat, poultry or fish, but does 
include animal products like milk, cheese and 
eggs. More rarely, the diet is a strictly vegetarian 
one (‘vegan’ diet), which excludes all products of 
animal origin. 

From a nutritional point of view, the diet 
which includes milk, cheese and eggs is quite as 
satisfactory as one containing meat. These dairy 
foods will supply excellent amounts and quality 
of protein, as well as a variety of nutrients such 
as cyanocobalamin. It is also necessary to add 
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that, whilst such a diet is as good as one 
containing meat, there is no reason at all to 
suppose that it is better. The ‘vegan’ diet is 
undoubtedly inadequate from a nutritional point 
of view. Many people who keep to such a diet 
develop anemia and other signs of deficiency of 
such factors as cyanocobalamin. 

The claims that have been made for the 
advantages of vegetarian diets for the treatment 
of disease have never been confirmed. They 
almost always refer to conditions, such as rheu- 
matoid arthritis, which are notoriously variable 
and spontaneous remissions. These are 
also the diseases for which a wide variety of 
extraordinary and quite unproven treatments 
have been used 

PROFESSOR JOHN YUDKIN, M.D., PH.D., 
M.R.C.P., F.R.LC 


show 


Luminous Wrist Watches 

Query.—lIt is now generally accepted that it is 
dangerous to wear a luminous-dialled wrist 
watch because of the radioactivity to which the 
skin of the wrist is directly exposed over a long 
period. Additionally the rest of the body re- 
ceives a smaller amount of radiation. Does a 
similar danger exist with the use of a luminous 
clock? Although such a clock is not in as close 
proximity to the body, is there not a hazard 
because of the radiation which is being con- 
stantly emitted into the room, over a similarly 
long period, where it might be absorbed by 
its occupants? 


Rep_ty.—It is incorrect to state that it is 
dangerous to wear a luminous-dialled wrist 
watch, inasmuch as there is no reported evidence 
of damage to the wrist. It should, however, be 
mentioned that some watches, and particularly 
some of those luminized with compound ac- 
tivated by strontium-go instead of by radium, 
deliver doses of radiation to the wrist of the 
wearer which are in excess of the doses recom- 
mended by the International Commission on 
Radiological Protection as the maximum per- 
missible for the hands and forearms of workers 
occupationally exposed to ionizing radiations 
throughout their whole working life, but the 
typical watch worn for, say, sixteen hours a day 
gives wrist doses which are less than one-tenth 
of the occupational level. 

Apart from the question of the effect on 
individual wearers of luminous watches, atten- 
tion has been drawn to the genetic effect of the 
contribution of radiation from all luminized 
watches and clocks. The report on “The Hazards 
to Man of Nuclear and Allied Radiations’, which 
the Medical Research Council presented to 
Parliament in 1956, states that ‘the contribution 
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of radiation from watches and clocks with 
luminous dials is also small! but real. The main 
hazard is to workers in the luminizing industry, 
but the risk from the widespread use of such 
instruments is not entirely negligible. We recog- 
nize that there are circumstances which require 
the use of instruments with self-luminous dials 
For the majority, however, there is no such 
necessity and their wider use constitutes an 
avoidable, if small, risk which could be mini- 
mized if the amount of radioactive materials in 
these instruments was reduced to the lowest 
possible level’. 

In the case of a luminous clock, the radiation 
dose at a distance of, say, 3 feet (0.9 metre) for 
about eight hours per night is only about 0.5 per 
cent. of the average dose of ‘natural’ radiation 
to which every member of the population is 
continuously exposed 

W. BINKS, M.SC., F.INST.P 


Disposal of Colostomy Bags 
Query.—I should be grateful for a chemical 
method of home disposal of polythene colostomy 
bags. When placed in the lavatory they may 
choke drains by swelling up. Burning by fire is 
the alternative. 

I have a patient who is shortly to visit the 
United States, where domestic fires are 
grateful for recom- 


coal 


uncommon. She would be 
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Sulphonylureas and Angina 
Pectoris 


‘A CHANCE observation on relief from the pain 
of angina pectoris and of intermittent claudica- 
tion in diabetic subjects treated with sulphonyl- 


ureas’ prompted M. Fabrykant and B. I. Ashe 
(New York State Journal of Medicine, March 15, 
1960, 60, 841) to carry out a more detailed in- 
vestigation. For they took 18 
patients with angina pectoris, 20 with inter- 
mittent claudication, and three with both con- 
ditions—all diabetics. Except for one patient, 
who only required to take glycery] trinitrate once 
or twice a week, all the rest were taking 3 to 8 
tablets daily, and one had also to take three at 
night. In addition they were receiving barbitu- 
rates and tranquillizers. Of the 23 patients with 
intermittent claudication, 15 experienced severe 
pain in the calves on walking short distances 
For most of the investigation the sulphonylurea, 
or hypoglycemic agent, used was tolbutamide 
The period of observation ranged from twelve 
to forty-two months. ‘Within one to two weeks 
of therapy with sulphonylureas the need for 
nitroglycerin decreased in 16 of the 21 patients 


this purpose 
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mendations regarding disposal of her polythene 
colostomy bags 


Rep.y.—The disposal of the bag does not seem 
to offer any special difficulties when people are 
at home in their own quarters; the common 
procedure seems to be to slit open the bag, 
empty the contents into a W.C. and then burn 
the bag. I am told that the bag will not choke 
drains if it has been emptied, and if the drainage 
is of a modern construction, but complaints have 
certainly been received about choking drains. 
When travelling abroad the paradoxical 
situation arises in that the disposable bags are 
more difficult to dispose of than the type which 
is used for several days, but ileostomists tell me 
that they have seldom had difficulty with the 
disposable bags if they first emptied them in the 
W.C., then wrapped them up and placed them 
in a dustbin or its equivalent. This seems there- 
fore to be the answer to the question: namely, 
that when travelling the bag should be emptied 
before anyone attempts to dispose of it. The 
actual method of disposal will vary but may be 
left to the ingenuity of the 
cidentally, one of the manufacturing firms has 
told me that they are working on a chemical 
solution that might be used for dissolving the 
bags, but this is obviously something for the 


ileostomists. In- 


future 


CUTHBERT DUKES, O.B.E., M.D., F.R.C.S 


AL NOTES 


with angina’, the nitroglycerin tablets being 
required only ‘on occasions of unusual degrees of 
excitement or exertion’. This improvement per- 
sisted throughout the period of observation. It 
is stressed that the sulphonylurea had no effect 
on the hypertension, when this was present, or 
on the electrocardiogram, and it is pointed out 
that one patient developed a myocardial in- 
farction during treatment, whilst another died 
suddenly of myocardial infarction four months 
after starting treatment. In the group of patients 
with intermittent claudication, 14 were able to 
walk farther than they could before taking the 
sulphonylurea, and five experienced ‘complete 
disappearance of the pain on walking’ 


Chlorothiazide and Pre-eclamptic 
Toxaemia 

CHLOROTHIAZIDE is the ‘most effective agent’ 
R. A. Tennent and D. W. Leslie (Scottish 
Vedical Journal, March 1960, 5, 113) ‘have yet 
used for controlling the maternal symptoms in 
pre-eclamptic toxemia’. They therefore recom- 
mend that it should be used in all cases in 
which there is no response to bed rest and seda- 
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tion within forty-eight to seventy-two hours 


In very acute Cases it hould be given as soon 
as possible. These conclusions are based upon 
their experience with 40 patients, who were 
given a four-day 
thiazide twice daily 


rest period of three days was allowed between 


course of 1 g. ot chloro- 


at eight-hour intervals. A 
each course, and the courses were repeated as 
long as the pregnancy was allowed to continue 
In severe cases, in which the drug was given 
on the day of admission, an initial dose of 2 g 


was given, followed by the same course as 


milder cases. No side-effects were encountered 
diuresis and loss of 


The drug 


A fall in blood pressure, 
weight occurred in all but two cases 
did not appear to influence placental function, 
but in the majority of cases it allowed the foetus 
to gain maturity. Whilst the removal of water 
considerably relieved the maternal 
it did not appear to correct whatever disturb 
Indeed, ful 


two 


symptoms, 
ance causes the water retention 
pre-eclampsia 
patients who had been under prolonged 


minating developed in 
and 


apparently successful treatment 


Phenylbutazone in General 
Practice 

PHENYLBUTAZONI 
the management of 
variety 
Cases must be carefully selected and adequately 


remains a valuable drug u 


patients suffering from a 


wide of musculo-skeletal disorders 


supervised during treatment and the dosage 
used should be the lowest possible consistent 
clinical benefit. Provided 


observed, the 


with routine pre- 


cautions are drug is relatively 
free from serious side-effects in the vast majority 
of cases treated’. Such are the 
reached by the members of the North Dublin 
Medical Club 
titioners—and as reported by Desmond Carney 
( Journal of the Irish Medical April 
1960, 46, 97). The conclusions are based upon 
club in 2605 


conclusions 


all of whom are general prac- 


Issociation, 


the findings of 17 members of the 
patients treated by them at home. ‘Good results 
were obtained in 37 out of 45 Cases of rheuma 
toid 


arthritis, 11 Out of 16 cases of prolapsed dis« 


arthritis, 37 out of 69 cases of osteo- 
32 out of 39 cases of fibrositis, and 31 out of 
Minor side 


effects included cedema without cardiac or renal 


36 cases of superficial phlebitis 


involvement (9 cases), a skin rash (3 cases), and 
mild gastric irritation in the absence of previous 
There 


case 


history of peptic ulceration (2 cases) 
were five major toxic complications: one 
of hematemesis, two cases of melana, one case 
of agranulocytosis and one 
The 
agranulocytosis, and this occurred early in the 
investigation before the 


for careful control of dosage. 


case of aplastic 


anemia. only fatality was the case of 


need was recognized 


NOTES 11g 


Drugs and Athletic Performance 

In view of the fact that the Olympic Games are 
to be held in Rome this year, particular interest 
attaches to a report by M. Weatherall and A 
Herxheimer on ‘Dysentery prophylaxis and 
athletic performance’ (London Hospital Gazette, 
March 1960, 63, Supplement p. x). As they 
point out, ‘the use of drugs prophylactically 
against infection means that they are taken by 
healthy subjects who are going about their 
normal business. Drugs taken in this way may 
make subjects less fit than usual . . . The point 
becomes important practically, for example, in 
relation to athletic contests conducted abroad, 
warm climates and imperfect hygiene 
temporarily incapacitating 
They therefore investi- 
gated the effect of ‘streptotriad’ on the athletic 
members of The London 
Hospital Rugby Club. Each tablet of ‘strepto- 
triad’ contains streptomycin 65 mg., sulpha- 
100 mg., sulphathiazole 100 mg., and 
sulphamerazine 65 mg. One group of volunteers 
treatment, another received one 
streptotriad’ tablet thrice daily for ten days, 
and a third group received one dummy tablet 
thrice daily for ten days. The results of the 
investigation showed that ‘streptotriad’ had no 
significant effect on the reaction time of the 
volunteers or on the time taken to run 110 yards 
(100 metres). Neither were any symptoms at- 
tributable to ‘streptotriad’ reported by the 
volunteers. It is pointed out that this investiga- 
tion was done on normal students and not on 
highly trained athletes and that it was concerned 
only with running. ‘Subject to these limitations’, 
however, the opinion is expressed that ‘the 
results suggest that an effect of ‘“‘streptotriad’’ 
on athletic performance is probably not of any 
practical importance’. 


where 
are conducive to 


intestinal infections’. 


performance of 


diazine 


received no 


An Antiseptic Cream for Food 
Handlers 


AN antiseptic cream, containing 0.5%, benzal- 


chloride in ‘an unperfumed oil-in- 
water system made with non-ionic emulsifiers’ 
is recommended by Doreen L. Wedderburn 
(British Journal of Industrial Medicine, April 
1960, 17, 125) as a useful adjunct in controlling 
the infection of food by food operatives. It is 
active against pathogenic organisms likely to be 
met with in practice, such as M. pyogenes var. 
aureus and S. typhimurium. When applied to 
skin deliberately contaminated with large 
numbers of bacteria, the cream was bactericidal 
to over 90°, of the organisms after ten minutes, 
and after thirty minutes up to 98% of the 
organisms had been destroyed. Actual user tests 
in a food factory showed that contamination by 


konium 
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faecal organisms was eliminated when the anti- 
septic cream was used, whereas a barrier cream 
without benzalkonium chloride permitted the 
survival of E. coli. The activity of the cream ts 
destroyed by washing the hands with soap and 
water, but this is not considered a disadvantage 
as the cream is intended for use immediately 
after hand washing, and not as a substitute. 
Because of the incompatibility between soap and 
benzalkonium chloride, it is recommended that 
the hands be thoroughly rinsed after soaping 
and before applying the cream. The cream has 
been ‘well accepted’ by operatives in two food 
factories during a period of one year. The 
likelihood of sensitization is considered small 
as over 500 people have used the cream for 
periods of over a year without adverse effect. 


Teaspoonful Doses 

ATTENTION is drawn by K. R. Capper and 
G. Smith (Pharmaceutical Fournal, May 28, 
1960, 184, 447) to the dangers involved in 
prescribing powders in teaspoonful doses. They 
report the results in three experiments, using a 
powder containing aspirin (15 grains), phen- 
acetin and caffeine. In the first experiment, 39 
volunteers from the staff of the Pharmaceutical 
Society were asked to measure one teaspoonful 
of the powder, using the same teaspoon. The 
amounts measured varied from 36 to 125 grains; 
in terms of the amount of aspirin in the powder 
this meant a range of 9 to 31 grains. In the 
second experiment, a number of persons were 
asked to bring teaspoons such as they would use 
to administer medicine. This produced 25 
teaspoons from 11 homes. Three persons were 
then asked to measure teaspoonful doses of the 
powder, using each spoon. The mean weight of 
powder measured from each spoon ranged from 
49 to 100 grains. The amounts measured by 
each of these three individuals were: 43 to 106 
grains for one, 40 to 84 grains for another, and 
63 to 136 grains for the third. In terms of the 
weight of aspirin in the powder, these amounts 
are equivalent to 11 to 27 grains, 10 to 21 
grains, and 16 to 34 grains. In the third experi- 
ment these same three individuals were asked 
to measure the powder with the same spoon 
twenty-five times. The amounts they measured 
ranged from 58 to 90 grains, 47 to 71 grains, 
and 69 to 125 grains. In other words, even 
repeated measurements by the same person 
using the same spoon were not consistent. In 
terms of weight of aspirin, these weights are 
equivalent to 15 to 23 grains, 12 to 18 grains, 
and 17 to 31 grains. 


Cytological Diagnosis of 
Oral Cancer 


THE results of cytological examination of 40 
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cases of proved or suspected oral malignant 
disease are reported by R. A. Cawson (British 
Dental Journal, April 19, 1960, 108, 294). In 
31 cases of proven carcinoma the smears 
showed malignant cells in 25 (81%) and were 
suspicious’ in three. The smear was also posi- 
tive in one case of malignant melanoma of the 
mucous membrane. In four cases there was a 
deeply situated neoplasm, such as carcinoma of 
the maxillary antrum, causing an oral swelling 
with an apparently intact covering of mucous 
membrane; no malignant cells were found in 
the cells from these. In the remaining four 
cases, in which the lesions were thought to be 
malignant because of chronic ulceration or 
induration, both biopsy and smear showed that 
they were benign. Of the 31 proven cases of 
carcinoma, four were early lesions, and no 
malignant cells were seen in smears from three 
of these, whilst in the fourth the smear was 
merely suggestive of malignancy. From these 
observations it is concluded that exfoliative 
cytology is of the greatest value in those cases 
in which biopsy cannot be carried out, where 
bleeding is a serious risk (as in neoplasms of 
the posterior part of the mouth or pharynx) and 
following radiotherapy where biopsy can cause 
severe infection and delayed healing. It has the 
further advantage that repeated smears can be 
made if the diagnosis remains in doubt. 


Chloroquine in Lepra Reactions 


CONFIRMATORY evidence that chloroquine is of 
value in the treatment of acute lepra reactions 
is adduced by R. Ramanujam (Leprosy Review, 
April 1960, 31, 104) who reports his results in 
23 cases. The dosage was 400 mg. of chloroquine 
sulphate (equivalent to 300 mg. of chloroquine 
base) orally twice daily until the symptoms 
began to abate, when the dosage was reduced 
to 200 mg. twice daily and then 200 mg. once 
daily until all the symptoms and signs had dis- 
appeared. Of the 21 cases of acute lepra reaction, 
nine (43°,) obtained ‘complete relief’ and 12 
(57%) ‘showed improvement’. The duration of 
treatment ranged from two to fourteen days 
(average, seven days). Both the cases of chronic 
lepra reaction obtained sufficient relief to allow 
oral DDS therapy to be restarted concomitant 
with the administration of chloroquine. Toxic 
reactions to chloroquine were encountered in 
seven patients: vomiting in four, nausea in one, 
transitory giddiness in one, and psychosis in 
one. In only one case was the vomiting severe 
enough to require withdrawal of chloroquine 
The psychotic symptoms cleared in ten days 
The ‘general impression was that the toxic 
manifestations were of a mild nature, easily 
controllable’. 
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Edited by FRANKIs 
F.R.C.S., F.F.A.R.C.S., 
CeciL GRAY, M.D., 
F.F.A.R.C.S., D.A. Volumes I and II. 
Pp. 962. Illustrated. London: Butter- 
worth & Co. (Publishers) Ltd., 1959. 
Price £7 7s. 
THis work embodies a wide coverage of the 
theory and practice of general anzsthetics. Its 
two volumes deal respectively with: (1) ‘Basic 
Principles’ and (2) ‘Techniques’, ‘Special 
Fields’ and ‘Hazards’. The fact that the former 
is considerably bigger than the latter indicates 
the extent to which the editors have recognized 
and contrived to meet the need for instruction 
in applied basic medical science, so essential in 
the education and mental equipment of 
specialists nowadays. Although all concerned in 
the production of this book have doubtless paid 
some heed to restraint in respect to size and an 
economic selling price, this is not obvious. The 
only skimping of space and material would 
appear to be self-imposed by some individual 
authors whose subjects merit fuller treatment 
For examples, the chapters on ‘Anatomy for the 
anesthetist’ and ‘Physiology of respiration’, 
good as they are, could, with advantage, embrace 
more detail to bring them in line with much 
larger and more comprehensive ones such as 
that on ‘Physiology of the Nervous System’ 
Despite this, however, the general standard of 
the contributions to the first volume is high 


General Anasthesta. 
T. EVANS, M.B., 
D.A., and T. 


In volume II many authorities have written 
chapters of conventional character on the tech- 
niques of anasthesia for particular types of 
surgery and patients and on important ancillary 
subjects such as blood transfusion and water and 
electrolyte balance. All are up to date and well 
presented. For completeness, however, readers 
might justifiably have expected a chapter on 
anesthetic procedures for operations on the ear, 
nose and throat since endoscopic examinations 
and new operations of precision on the acoustic 
apparatus demand methods of management on 
which both junior and senior anesthetists and 
their surgical colleagues would welcome au- 
thoritative guidance. 


These comments, with the additional minor 
criticism that there is room for improvement in 
the quality of some of the illustrations, do not 
significantly modify the opinion of the reviewer 
that this is an excellent book which can be 
commended to all who work in this rapidly 
changing and expanding clinical science. 


Sympostum on Glaucoma. Edited by 
WILLIAM B. CLARK, M.D., F.A.C.S. St. 
Louis: C. V. Mosby Co.; London: 
Henry Kimpton, 1959. Pp. 314. Illus- 
trated. Price £5 15. 6d. 


['u1s book consists of the proceedings of the 
Sixth Annual Session of the New Orleans 
Academy of Ophthalmology, 1957. Its authen- 
ticity and authority are apparent from a glance 
at the names of the contributors. The subject 
is exhaustively treated under the headings 
Histology’, ‘Surgical Anatomy’, ‘Pathology’, 
‘Physiology and biochemistry’, ‘Gonioscopy’, 
‘Tonometry and tonography’, ‘Perimetry’, 
Diagnostic and provocative tests’, ‘Medical 
treatment’ and ‘Surgical treatment’. The last 
66 pages of text are devoted to round-table 
discussions of many different aspects of the 
subject, revealing the personal views of the 
contributors. Generally speaking, there is little 
that is new to be found here; the matter has 
practically ail been described before, either in 
monographs or in the records of similar sym- 
posia. That does not detract from the value of 
the book. By way of criticism, it might be said 
that the subjects of tonometry and tonography 
are dealt with in rather summary fashion, 
whilst low-tension glaucoma is practically ig- 
nored. On the whole, however, the various 
facets of a still difficult and elusive problem are 
well discussed. 

This is not for the general practitioner; 
rather is it a textbook for the specialist post- 
graduate student, and a refresher for the oph- 
thalmic consultant who has not followed current 
trends in the pathology and investigation of 
glaucoma as closely as he might have done. 
The paper and production are admirable; the 
illustrations and the index excellent. 


An Introduction to Congenital Heart Disease. 


SCHAMROTH, M.B.,_ B.CH., 
F.R.F.P.S., and Fay SgGAL, 
M.D. Oxford: Blackwell Scientific 
Publications Ltd., 1960. Pp. 116. 
Illustrated. Price 22s. 6d. 
THERE have been several new books on con- 
genital heart disease in recent years, and these 
have for the most part been intended for 
specialists in this field. This one is for students, 
particularly postgraduates who look for an up- 
to-date presentation of the subject, and prac- 
titioners who wish either to attempt a clinical 
diagnosis before referring their patients to 


By Leo 
M.R.C.P.ED., 
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special centres, or to make sense of the letters 
which come to them from these centres. The 
authors, writing from Witwatersrand University, 
Johannesburg, are to be congratulated on a 
clear, well-illustrated and succinct summary of 
their subject. The text is crisp without being 
telegraphic, and the factual information is 
accurate while largely avoiding the dangers 
implicit in brevity. Good diagrams illustrate 
the anatomy of the defects and the characteristic 
sounds and murmurs associated with them. The 
improved understanding which has resulted 
from recent phonocardiographic studies is well 
conveyed to the reader. It is appropriate that 
this aspect should be stressed, for the field is 
wide open to those who wish to make the best 
use of their stethoscopes. The contributions of 
the more specialized techniques are plainly 
described. Throughout, the emphasis is on an 
understanding of the basic abnormalities in 
development and the resulting disturbance of 
function, The bibliography is well chosen. 

Further editions can be predicted with some 
confidence, and these will provide an oppor- 
tunity to remedy some mild defects. Fortunately 
the advice that the blood pressure in the legs 
should be recorded ‘in all pregnant women at 
the first antenatal examination’ is unlikely to 
be acted upon. Simultaneous palpation of radial 
and femoral arteries, which the authors clearly 
describe, can be relied upon to show when 
hypertension is due to a coarctation of the aorta 
Basic principles of plumbing are not satisfied by 
the statement that an increase in right ventricular 
pressure follows pulmonary arterial hypertension 
in atrial and ventricular septal defects. It is 
untrue that oxygen inhalation has no (authors’ 
italics) effect on the cyanosis due to a right to 
left shunt as those who have given oxygen to 
cases of Fallot’s tetralogy know. 

These are small criticisms of a useful book 
which the publishers have produced excellently 


The Atiology and Arrest of Pre-eclamptu 


Toxemia. By K. DouGLas SALZMANN, 
M.D., M.R.C.P.ED., D.OBst.R.C.0.G. Pp. 69. 
London: H. K. Lewis & Co. Ltd., 1960. 
Price 10s. 6d. 
Tuts booklet, a further contribution to the 
problem of pre-eclamptic toxemia, will stimu- 
late the interest of many obstetricians. In the 
section on etiology, an effort has been made to 
clarify the picture by reviewing the literature 
but some of the author’s deductions and his 
own contributions do not necessarily bring us 
nearer to a solution. A short section on the 
recognition of the onset of toxzmia is followed 
by a chapter on ambulant treatment. The use of 
reserpine is recommended, and the results are 
encouraging. Drugs to curb appetite are also 


THE PRACTITIONER 


prescribed, but to the reviewer it is doubtful if 
these are really necessary or would be widely 
approved. The last section is devoted to discus- 
sion and a final summary, in which the author 
anticipates that he may be at variance with some 
of his obstetrical colleagues. He is to be con- 
gratulated, however, on his monograph, which 
could only have been written as a result of 
much careful clinical work and research. 


y ERNest GARDNER, M.D., 

DonaLp J. GRay, Pu.D., and RONAN 

O’RAHILLY, M.Sc., M.D. Philadelphia 

and London: W. B. Saunders Co., 

1960. Pp. 999. Illustrated. Price. £5 5s. 
Tuts book should have no difficulty in establish- 
ing a footing even in a market that is already 
supplied by several excellent textbooks that 
have the support of long tradition. The aim of 
the publishers is threefold: to provide a text- 
book sufficiently brief to satisfy the needs of the 
student; to link structure with function; and, by 
detailed references to other textbooks and to 
current articles in the literature, and by occa- 
sional detailed embryological explanations, to 
give sufficient detail to satisfy the postgraduate 
and the advanced student. 

It is remarkable that two sciences which seem 
at first to be purely factual—arithmetic and 
anatomy—can lead to an emotional and almost 
lyrical enthusiasm in those who follow them 
with humble zeal. Many a surgeon, who first 
took to dissection as a necessary preliminary to 
securing the Primary Fellowship of the Royal 
College of Surgeons has found in further study 
a joy and a satisfaction that has become deeper 
with the years. Cunningham’s dissecting manual 
is his bedside book. Fraser’s ‘Anatomy of the 
Human Skeleton’ is to him what Chapman’s 
Homer was to Keats. There is this lyrical 
quality about Saunders’ ‘Anatomy’, especially 
about the illustrations, which are superlatively 
good. Even an experienced surgeon is sometimes 
puzzled by the anatomy of femoral hernia. If he 
opens this book at page 272, and glances at 
fig. 23-3-4, and -5, the region will be as clear 
as daylight to him for the rest of his life. This 
book takes its place straightaway among the 
classics. 


The Cell of Schwann. By GiLBert Causey, 
M.B., F.R.C.S. Edinburgh: E. & S. 
Livingstone Ltd., 1960. Pp. 120. Illus- 
trated. Price 21s. 

THIs monograph reviews present knowledge 

about the Schwann cell, to which the author 

himself has made important contributions. 

Although the subject is naturally of prime 

interest to neurologists its treatment is so lucid 

that it can easily be followed by the non- 


Anatomy. By 
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specialist. Schwann’s original description (in 
1839) envisaged the cells that now bear his name 
as surrounding the myelin sheath of peripheral 
nerves with their cytoplasm, a description 
which was supported and added to by Ranvier 
and by Cajal, and modern electron microscope 
studies have proved its essential correctness. He 
also attributed to them a fundamental role in 
the genesis of nerve fibres. Although this par- 
ticular theory has long been discarded, electron 
microscopy has lately restored a dynamic func- 
tion of a different kind. This is embodied in 
Betty Geren’s fascinating concept of the 
development of the myelin sheath, by the 
cytoplasm of Schwann cells engulfing individual 
axons and making for them a kind of mesentery 
(mesaxon) at the point of invagination. The 
mesaxon then gradually elongates by periaxial 
rotation of Schwann cell bodies, to form in the 
end the regular helically arranged lamella which 
constitute compact myelin. It is highly probable 
that myelination within the central 
nervous system by a similar mesaxonal spiralling, 


occurs 


from inclusion of nerve fibres in the cytoplasm 
either of oligodendrocytes or of astrocytes, a 
point not yet settled. In the case of the non- 
myelinated fibres in peripheral 
situation is simpler, with Schwann cells again 
providing a mesentery, but for multiple rather 
than for single axons 

Professor Causey’s book 
factual reading, is well illustrated, and has an 
extensive bibliography, though there is no index 
It would perhaps have been pleasant had he said 
more of the mechanisms involved in demyelina- 
tion, which rates only a single paragraph, but 
his aim throughout has obviously been to avoid 
merely speculative discussion. It should find an 
eager market, from medical students upwards, 
in this country and in the United States 


nerves, the 


makes exciting 
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Ophthalmic Nursing. By J. B. 
M.B., D.O.M.S., F.R.C.S., F.R.A.C.S. London: 
Angus and Robertson, 1960. Pp. 134. 
Illustrated. Price 21s. 

WHERE it deals with the theory of its subject 


this book falls short of the ideal. For example, 
the description of the anatomy of the eye is 
exceedingly brief and there is little or no allu- 
sion to its physiology; diseases of the eye are 
considered on an anatomical rather than a 
pathological basis and ocular tumours are 
omitted; refractive errors are not explained and 
there is no mention of presbyopia. The chapter 
on drugs gives a barely adequate description 
of their mode of action. It seems, in fact, that 
it is not for the nurse to reason why, and that 
is a pity. 

The practical side of the book, on the other 
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hand, is admirable. In the chapter on surgical 
nursing there is a full and detailed description 
of the reception of the patient, his preoperative 
management and preparation, of his postopera- 
tive care and a description of dressings. The 
chapter on theatre nursing includes care of the 
eye instruments and methods of their steriliza- 
tion, the setting up of trolleys and the prepara- 
tion of the patient in the theatre, and the 
dressing of his eye at the end of the operation. 
The chapter on eye procedures is also good. As a 
practical manual therefore this book can be 
recommended 


Struggle to Return. By Caro BuNKER. 
London: Peter Davies Ltd., 1960. 
Pp. 232. Price 18s. 

IN 1951, the author was operated on for a 
cerebral tumour. This was successfully removed, 
but she was left with a hemiparesis and deafness 
on the right side and was unable to take in the 
sense of anything she read and much that she 
was told. In this book she tells the story of the 
onset of her illness, the various preoperative 
investigations she had to undergo, the operation, 
her stormy postoperative period and her gradual 
conquest of her disabilities until finally she 
successfully passed the examination and became 
an established civil servant, only ninety-seven 
of the nineteen hundred candidates obtaining 
higher marks than she received. 

Her story is a fascinating one and one which 
should be read by all doctors, particularly 
neurosurgeons and general practitioners. It is 
so difficult for doctors who have not been 
through such an ordeal themselves to appreciate 
exactly what it means for the patient. The tech- 
nical attention may be perfect, but so little is 
known about the impact of the onslaught on the 
patient as an individual. Granted that no two 
patients respond in exactly the same way, and 
granted that, as she herself is the first to admit, 
the author of this book may have been anything 
but a perfect patient, but her detailed account 
of her experiences contains a wealth of clinical 
information which will be found in no textbook 

whether of neurosurgery, psychology, or 
general medicine. 


NEW EDITIONS 
The Principles and Practice of Medicine, by Sir 
Stanley Davidson, M.D., F.R.C.P.ED., F.R.C.P., 
fifth edition (E. & S. Livingstone Ltd., 35s.).— 
Five editions and four large reprints, as well as 
a Spanish edition, within eight years. Such is 
the proud claim that Sir Stanley Davidson can 
make for this book, written by himself and 
‘past and present members of the staff of the 
Department of Medicine, University of Edin- 
burgh, and associated clinical units’. It fills a 
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niche which would otherwise be unoccupied. 
Dogmatic, concise and selective, it presents the 
medical student with the essential data with the 
aid of which he can integrate his clinical ex- 
perience into a balanced picture of the practice 
of medicine. In this way it is the ideal textbook 
for the student. In no sense can it be dismissed 
as a ‘cram’ book or a synopsis. It presents an 
over-all picture of the essentials of medicine 
which has no peer in the English language. 


May and Worth’s Manual of Diseases of the Eye, 
by T. Keith Lyle, c.B.£., M.D., M.CHIR., F.R.C.S., 
and A. G. Cross, M.D., F.R.C.S., in its twelfth 
edition (Bailliére, Tindall and Cox, 45s.) now 
has a history of over fifty years. Originally 
intended for the ‘student and general prac- 
titioner of medicine’, ‘intending specialists and 
general surgeons working where specialist 
assistance is not always available’ are now added 
to intended readers. Comparison with an older 
edition, however, does not suggest that the 
essential aim, and indeed great usefulness, of the 
book have really been changed although it has 
been brought up to date. Rather does the 
intention reflect the altered pattern of practice 
since the last war. Presentation of the material 
remains similar. There are some striking new 
changes in outlook: in particular one would com- 
ment on the suggestion that the classical von 
Graefe iridectomy for glaucoma might now be 


discarded. 


Cole and Elman Textbook of Surgery, edited by 
Warren H. Cole, M.D., seventh edition (Staples 
Press, £7 7s.).—This well-known American 
surgical textbook has so many supporters in 
Britain that a further edition is certain of a 
welcome. The most notable new features are 
the first chapter on ‘Surgical history’, the twelfth 
by John Howard on the ‘Systemic reaction to 
trauma’, the twenty-first, a concise and informa- 
tive review of recent work on the etiology and 
treatment of cancer, and the thirty-seventh on 
the ‘Surgery of congenital cardiovascular 
disease’, an admirable and well-illustrated ac- 
count by Michael de Bakey and his team 
Those who know Warren Cole will agree that 
any book carrying his name will be 
This one is 


good 


Babies and Young Children, by Ronald 5S 
Illingworth, M.D., F.R.C.P., D.c.H., and Cynthia 
M. Illingworth, M.B., M.R.C.P., in its second 
edition (J. & A. Churchill Ltd., 18s.) will be 
welcomed as readily as was the first edition 
The book has been revised from beginning to 
end and there are many small additional and 
helpful pieces of advice for parents. Extra 
chapters on holidays abroad and on the problems 
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of the young child of school age have been 
added. The book is a full guide to child rearing 
for parents. It is well illustrated by amusing 
small sketches and by fine photographs of 
infants and young children laughing, smiling, 
angry, crying and playing. The book is well 
produced and the printing and format are good. 


Physiology of the Eye, by Francis Heed Adler, 
M.D., F.A.C.S., third edition (Henry Kimpton, 
£6). That this well-known treatise has 
achieved a third edition is a criterion of its 
popularity; that the edition is again in the 
hands of the original author is a guarantee of its 
excellence. The volume is inclusive, and 
embraces the whole field of ocular physiology. 
Special attention has rightly been paid to the 
physiology and biochemistry of the aqueous 
humour and to the intra-ocular pressure, and 
recent work on the ocular muscles and motility, 
electromyography and the physiology of vision 
is incorporated, whilst the section on binocular 
vision has been considerably enlarged. 

The production is first-class, the illustrations 
are liberal and clear, the index is adequate 
This is an excellent book, invaluable as a text- 
book to the aspirant for higher ophthalmic 
diplomas, and as a reference book and aide- 
mémoire to the established ophthalmologist. 


An Atlas of Normal Radiographic Anatomy, by 
Isadore Meschan, M.A., M.D. (W. B. Saunders 


Co., £5 12s.).—The second edition of this 
valuable book has been considerably extended 
and includes many new tracings and radiographs 
The newer radiographic techniques have been 
fully covered in this edition, with new chapters 
on the special studies of heart and major blood 
vessels. Advances in gastro-intestinal radio- 
graphic anatomy and the radiographic study of 
the brain have been considerably revised and 
This book can be warmly recom- 
mended as a useful reference book for all 
interested in radiography, including radio- 
graphers and general practitioners. 


extended 





The contents of the August issue, which will contain a 


symposium on ‘Family Planning,’ will be found on 


page A 134 at the end of the advertisement section. 





Notes and Preparations see page 125. 
Notes from the Continent see page 129. 
Fifty Years Ago see page 131. 

Motoring Notes see page A 89. 

Travel Notes see page A 93. 

Bridge Notes see page A 97. 





ANNOUNCE 


MENTS 














PROOF 
POSITIVE 


PRELUDIN 


reduces 
weigtit 


SO 

RVYQOoXY$ 

WW 
SQ, 
Sv 


Woe 


Wwe PNY 


XY 
| 


Ws 
SN 
Was 
WW. 
WAy 


PY 


SX 


the worry 


S¢TABLONGETS — 
all day appetite control 


Now Preludin’s effective appetite reduction 
is available in long-acting Tablongets. One 
Tablonget in the morning provides control 
throughout the day—patients need no longer 
carry tablets to work or risk forgetting sub- 
sequent doses. Tablongets add new con- 
venience and new flexibility of dosage 


Manufactured and distributed in the U.K. by Pfiz 
INGELHEIM am RHEIN 


Cc. H. BOEHRINGER SOHN, 
Registered proprietors of the Trade Mark 


*Rowd. Trade Mark 


PREL 


The accumulated evidence of 194 
independent clinical trials proves 
Preludin synonymous with successful 
weight reduction. A significant 
proportion have also indicated the 
beneficial effects of Preludin’s mild 
C.N.S. stimulation. Fatigue, weak- 
ness, and depression—the usual trials 
of low-calorie-dieting —do not appear 
in the patients losing weight with the 
aid of Preludin. The emotional dis- 
turbances which can cause overeating 
are relieved by the gentle effect which 
improves central mental outlook. This 
stimulation, similar to that of caffeine, 
is non-exciting and non-euphoric in 
therapeutic doses, and does not 
interfere with sleep. It is an integral 
part of Preludin’s substantiated claim 
of unequalled appetite control. 


*‘Preludin is a well tolerated 
medicament and constitutes a 
valuable aid in obesity, particularly 
Owing to its stimulating action, 
which it exerts without any adverse 
side-effects .. .”** 

“Of all the drugs we now possess to 
treat obesity, Preludin is probably 
the first and only one that combines 
powerful action and perfect 
innocuity. 

. Non-exciting, yet activating.”’* 
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Set Fair 
at the 
Menopause 


Menopausal symptoms 
are due to hormone 
deficiency, therefore the 
rational treatment is 
replacement with the 
physiologically balanced 
hormones in Mixogen 


Each tablet contains: 


Ethinyleestradiol 
MIXOGEN | °::: 
Methyltestosterone 


TABLETS | 36mg. 





* Control is achieved without withdrawal 
bleeding. 


% Emotional balance is restored naturally. DOSAGE: 


| or 2 tablets dail 
% Low dosage, low treatment cost. R 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
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announce 


PHARMACEUTICAI 
BurroucuHs WELLCOME & Co 
their bretylium tosylate preparation 
is now available in an additional 
tablet: 50 mg. (The Wellcome 
Euston Road, London, N.W.1 


that 
darenthin’ 
strength of 

Building 


that their 


Giaxo Lasporatories Lrp 
eye/ear drop preparations, 
sol-N’, are now available in an additional size 
of 10-ml. dropper bottles. (Greenford, Middle 


announce 


predsol’ and ‘pred 


sex.) 


Eu Litty & Co. Lrp. announce the introdu 
tion of ‘Pulvules’ 
for the treatment of pulmonary 
especially in resistant cases. The average dose 
is one capsule twice daily, and they are availab| 
in packs of 100. (Basingstoke, Hants 


of cycloserine and isoniazid, 


tuberculosis 


Prizer Lrp. (BOEHRINGER Propucts Di 
announce that their 
chloride preparation, ‘preludin’, is now avail 


ISION) 
phenmetrazine hydro 
able in a sustained-release form to be known as 
‘preludin tablongets’. One ‘tablonget 
on rising is said to provide day-long control of 
appetite. Available in bottles of 100. (137-139 
Sandgate Road, Folkestone, Kent 


5° meg.) 


FILM 
Way (16 


time 27 


NEWS 
The mm., colour 
running 
film showing the care of premature babies at the 
Sorrento Premature Unit, Birmingham, and is 
sponsored by Wilts United Dairies Ltd. The 
of Dr.\ 
College ot 
British 


Sorrento sound; 


minutes) is an instructiona 


script was written with the assistance 
Mary Crosse and of the Royal 
Midwives. who have chosen it as the 


entry to be shown at the International Con 
federation of Midwives in Rome 
It is intended for 


and training colleges, and a lay version entitled 


next October 
educational use in hospitals 
‘An Early Start’ (running time 20 minutes) is 
technical 
Produced by Eothen 

Philip Sattin, the 
Ministry of Health 
from the Film Li 
Government Bromyard 


Acton, W.3 


available to women’s 


and 


organizations 
colleges schools 
Films and directed by Dr 
film is approved by the 
is obtainable 
brary, 


and Central 
Buildings 


Avenue, 


Atheroma—A Neu 
mm., 
deals with the problem of atherosclerosis and 
suggests a possible solution. Dr. H. M. Sinclair 
explains his views on some of the problems 
concerning fatty affect 
serum cholestero! and aid of laboratory 


Therapeutu ipproa A (160 


colour, sound; running time 25 minutes) 


and how they 


with the 


acids 


investigations and diagrams, shows how some 
foods increase chronic degenerative diseases 
He suggests that particular phospholipids act as 
effective correctives of dietetic insufficiencies 
Available on free loan upon application to 
Medical Films Division, Aspro-Nicholas Ltd., 
Bucks 


Slough 


B.M.A. PRIZES 

‘THe British Medical Association announces the 
following prizes to be awarded during 1961 

Sir Charles Hastings and Charles Oliver Haw- 
thorne Clinical Prizes (£75 and £50) for the 
best entries based upon systematic observation, 
research and record in general practice. Closing 
date November 30, 1961. 

Katherine Bishop Harman Prize 
entry based on research 
pregnancy and 
birth. Closing date January 31, 1961. 
Registered Practitioners’ Prize 
{.30) for the best essay on: ‘Discuss the Use 
of Controls in the Clinical 
Closing date December 31, 1960 

Vliddlemore Prize (£50) for the best essay or 
work on: ‘The Relief of Ocular Pain’. Closing 
date December 31 1960 

Vedwal Students’ Prizes ({25 each) for the 
best essays on “The Place of the Doctor in 
Modern Society’ or ‘What Do You Think are 
the Most Valuable Things You have Learned 
as a Medical Student?’. Closing date December 
31, 1960 

Full details and entry forms may be obtained 
from The Secretary, B.M.A. House, Tavistock 
W.C.1 


(£75) tor 
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NEW JOURNALS 

The Journal of Cardiovascular Surgery, which 
uppears this month, is the official journal of the 
and is 
Michael E 
chairman of the advisory 
the other members of which 
de Takats, Professor J. B 
Kinmonth and Professor C. G. Rob. The annual 
subscription is £4 4s. 8d. ($12 in the United 
States). The publishers are Edizioni Minerva 
Medica, Corso Bramante 83-85, Turin, Italy. 


Cardiovascular Society, 
to be published bimonthly. Dr 
DeBakey is the 
editorial 


International 


board, 
include Dr. G. 


Journal of Child Psychology and Psychiatry, the 
first issue of which appeared recently, is the 
ficial organ of the Association of Child Psy- 
chology and Psychiatry. Its aim is ‘to bring 
together original papers concerned with the 
child, from such diverse disciplines as psy- 
chiatry, psychology, pediatrics, psychoanalysis, 
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sociology’. The joint 


Elizabeth 
first 


social case-work and 
editors are C. B. Hindley, 
and Emanuel Miller, and the 
dated January 1960. The journal will be pub- 
lished quarterly and the annual subscription 1s 
£s 5s. ($15), or £3 3s. to members of the 
Association. (Pergamon Press, 4-5 Fitzroy 
Square, London, W.1.) 


Irvine 
issue is 


THE CIBA FOUNDATION 

Two new activities are recorded in the annual 
report of the Ciba Foundation for 1959. One 
was the organizing of three of its famous 
symposia overseas: on ‘Human biochemical 
genetics’ at Naples; ‘Cellular aspects of im- 
munity’ at the Abbey of Royaumont, near 
Paris; ‘Human pituitary hormones’ at Buenos 
Aires. The second new development was a 
series of one-day international study groups, 
each organized in honour of an overseas member 
of the Foundation’s scientific advisory panel 
These dealt with “The nervous mechanism of 
pain and itch’, “The steric course of micro- 
biological reactions’, ‘Diagnosis of early cancer 
of the cervix’, and ‘Virus virulence and patho- 
genicity’. 


NATIONAL CORPORATION FOR THI 
CARE OF OLD PEOPLE 

“THERE has, of recent years, been a growing but 
regrettable tendency to bring old people’s wel- 
fare into the field of party politics and for all 
political parties, both at local and national levels, 
to express the requirements and values of the 
social services in terms of money promised or 
spent. The likely impact on the emotions of the 
voter, whatever his political views, and the in- 
creasing number of voters of pensionable age 
may have made this inevitable. The continued 
emphasis on the poverty and feebleness of those 
of pensionable age not only conveys a wholly 
false picture of the situation but could in time 
begin to convince the country that the only 
solution is more money for the individual. If 
this in turn were to lead to a decrease in the 


personal service given by families, friends and 
for there is 
nothing which can replace human kindness and 
the actions of those who help because they want 
to. A country may be judged by the way it looks 
after its old people and the best picture of this 
will surely be one with a foreground of personal 


neighbours it would be tragic, 


service against a background of State support 
To reverse these positions is to misunderstand 
completely what old people need, and value, 
more than anything else in the world’. Twelfth 
Annual Report of the National Corporation for 
the Care of Old People, for the 
September 30, 1959. 


vear ended 
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INDUSTRIAL RHEUMATISM UNIT 
IN the annual report for 1959 of the Empire 
Rheumatism Council it is stated that the Coun- 
cil has decided to establish a special unit to 
make a comprehensive study of the social and 
economic effects of rheumatic diseases on 
British industry. The unit will be under the 
direction of Dr. J. J. R. Duthie, of Edinburgh 
University. Its objectives will be: (a) to gain 
accurate information of the prevalence of rheu- 
matic in specific industries; (6) to 
estimate the financial implications; (c) to in- 
working conditions that may 
rheumatism and examine industrial 
with a to advising how this might be 
reduced; (d) to designate occupations suitable 
disabled by rheumatism and 


d iseases 
vestigate cause 
processes 


view 


for workers 
arthritis 
Attention is drawn to the fact that among the 
employed population of Great Britain more 
than 730,000 persons claim sickness benefit by 
reason of rheumatism each year, leading to a 
loss of more than 27 million working days. The 
study of the geographical distribution of rheu- 
matism has shown that over 80% of cases are 
located in industrial areas, thus providing a 
strong indication that occupational influences 
importance than climatic 


may be of greater 


variations 


TRANSISTOR HEARING-AIDS 

THe Minister of Health has announced that 
initial supplies of transistor hearing-aids have 
been despatched to hearing-aid distribution 
centres to enable a start to be made on the issue 
of these aids to adults. After meeting the prior 
claims of children and war pensioners, the 
Minister that priorities should 
be allotted as follows:—(i) Those adults who 
received a transistor aid as children and require 
a replacement. (ii) The deaf-blind. (iii) Those 
who are dependent on a hearing-aid for em- 
ployment and are severely handicapped in 
their work by a valve aid. (iv) Mothers with 
young children; those who, because of physical 
disability, cannot make full use of a valve aid. 


recommends 


NEW NURSING ENTRANCE 
REGULATIONS 
As from July 1, 1962, the requirement for 
admission as a student nurse will be the 
General Certificate of Education at ordinary 
level or an equivalent certificate in two subjects, 
of which one is English or Welsh language, with 
a full-time educational course of not less than 
five years and a satisfactory standard in five 
other subjects of general education. The 
Minister of Health has pointed out that it 
does not follow that anyone who fails to reach 
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Even in 
obstinate cases 


PHENYLMERCURIC NITRATE— 

the active ingredient in Aero-Ped—has 
proved highly effective in the treatment 
of tinea pedis and other fungus infections. 
Rapid therapeutic response is assured 
by its powerful bactericidal and fungi- 
cidal properties which are combined 
with low tissue toxicity. Bacterial de- 
composition of perspiration is inhibited 
and itching and irritation promptly 
allayed. 


FUNGUS INFECTIONS 


AERO-PED... 





PRESCRIPTION ia it has served to procure the maximum 
PACKS number of clinical cures in the minima! space 
Ointment loz. jar of time. A very widespread outbreak of 
Powder tor. tin ! 
epidermophytosis in the Durham coalfields 
HOSPITAL SIZES was speedily controiled and absenteeism on 
Ointment & on. jor account of incapacitating and painfu! foot rashes 


Powder 11b. tin . se 
was reduced to infinitesimal numbers 


Literature and 
samples on request (Brit. Med. J. (1948) ii, 620) 





for fungus infection 

AERO-PED OINTMENT 

" Active constituent 0.05°/, (w/w) phenylmercuric 
Prescribable on nitrate in a water-miscible emulsion base 

E.C 10 





against re-infection or where dry treatment is 
Exempt from preferred 

Purchase Tax AERO-PED POWDER 

Containing 0.1°,, (w w) phenylmercuric nitrate. 








New Zealand: S. A. Smith & Co. Ltd., Auckland 


Australia: The Sheldun Drug Co. Pry. Ltd., 
131-135 Clarence Street, Sydney 


AERO-PED LTD., 35 BESSBOROUGH PLACE, LONDON, S.W.1! Tels. ViCtoria 0576/8 
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CERUMOL 


Regd TRADE MARK 


Adjusted Formula 


for the easy removal of 
ear wax 


Since some sensitive individuals occasionally complain of The formula is now as fol- 
a mild smarting in the ear when Cerumol is used, a slight /ows:—Active constituents 
adjustment has been made to the fermula and base. per 100 mi. 


The efficacy of the product is unchanged but the possibility Seen ade 
ree ete anneal as been eli ate nzocaine B.P. a G. 
of producing any unpleasant sensation has been eliminated. Chlorbutol B.P. 50G. 


OL. Terebinth B.P. 10 mi. 


For Surgery use: dropper vial If vou would like to test this 
: slightly adjusted formula 
. please write or telephone us 

Pack for hospital use:- 2 oz. bottles. for a sample. 





STABILIZED KOLA AND VITAMIN TONIC 


Labiton is an invigorating and palat- 
able tonic prepared from stabilized 
KOLA NUTS by a special process 
which fully preserves the complex 
catechol-caffeinates responsible for 
the specific tonic activity of the 
fresh nut. 

Labiton is recommended in conva- 
lescence—especially after influenza. 
In depressive states and all forms 
of debility. 


In West Africa the Kola Nut is Literature and samples for both 
highly prized for its stimulating L A B | | '@) N products will be gladly supplied 


to the medical profession on 


and restorative properties. 
prop request. 


LABORATORIES FOR APPLIED BIOLOGY LTD. 
91 Amhurst Park, London, N.16. Telephone : STAmford Hill 2252/3 








NOTES AND 


this standard is necessarily unsuitable for nurse 
training, as experience has shown that many 
candidates may be eminently suitable for the 
more practical training leading to enrolment as 
an assistant nurse. 


SCOTTISH STATISTICS 

IN Scotland, in 1958, the birth rate and the 
death rate rose, whilst the infant mortality rate 
(children under one year), at 27.7 per thousand 
live births, was the lowest ever recorded. The 
99,481 births included 1,171 twins, five triplets 
and one set of quadruplets. Illegitimate births 
represented 4.09% of the total live births, 
Wigtown County heading the list with the 
highest percentage (8.6%). The percentage of 
first births taking place within eight months of 
the date of marriage has fallen from 28.8 in 
1939 to 16.9 in 1958. The percentage of mothers 
under 20 with such births has long been higher 
than those of mothers over this age, but this 
percentage is falling: from 70.1 in 1939 to 54.1 
in 1958. 


INDUSTRIAL MEDICINE 
IN a lecture on “The health of the dock worker’, 
published by the National Dock Labour Board 
(Educational Booklet No. 2), Sir Hugh Griffiths 
has this to say about the general practitioner and 
industrial medicine: ‘Of late there has been a 


great deal of woolly thinking and loose talking 


about an industrial health service The 
majority of the members of my profession hold 
as a tenet of faith that the family doctor is in 
charge of the health of his patients throughout 
the 24 hours of the day, and he does not sur- 
render that control even for the eight working 
hours. When he thinks it necessary, he will 
arrange specialist treatment, and in that I 
include physiotherapy at hospital or State-aided 
clinic, as a matter of right. If suitable clinics 
are provided at the patient’s place of work he 
will be delighted to cooperate with the works 
Medical Officer in securing such treatment’. 


A NEW SULPHONAMIDE 
SULPHONAMIDES would appear to be coming 
back into their own again. Preliminary news of 
yet another new one is given by A. Adams and 
his colleagues (Nature (Lond.), 1960, 186, 221). 
Known as sulphasomizole, it is said to possess 
‘a good all-round antibacterial spectrum’ and 
to be ‘well absorbed and distributed in the 
body’. It is readily excreted in the urine and 
animal experiments indicate that it does not 
produce crystalluria, even in high dosage. The 
sodium salt is highly soluble in water and well 
tolerated on injection. Clinical trials are now in 
progress 


PREPARATIONS 


PROTEIN FROM GRASS 

Much interest has recently been aroused in the 
possibility of obtaining from grass and other 
chlorophyll-containing material protein which 
could be of value in supplementing human diets, 
particularly in the under-developed areas of the 
world. According to a report in Nature (1960, 
185, 891), British Glues & Chemicals Ltd. has 
developed a process whereby about 2} tons 
of edible protein can be obtained from 100 tons 
of fresh grass. Two important by-products are 
0.6 ton of a ‘chlorophyll syrup’ containing fat- 
soluble vitamins, pigments and steroids, and 7 
tons of fibre suitable for the production of 
hardboard. 


POLIOVIRUS VACCINATION IN 
RUSSIA 

SoME 15 million persons were vaccinated with 
oral poliomyelitis vaccine in the U.S.S.R. by 
the end of January 1960, and it is planned to 
vaccinate another 60 million by the end of the 
year: i.e. practically the entire population under 
the age of 20, according to Dr. Dorothy Horst- 
mann, Associate Professor of Preventive Medi- 
cine and Pediatrics in Yale University School of 
Medicine (WHO Chronicle, 1960, 14, 142). Dr. 
Horstmann, who visited the U.S.S.R., Poland 
and Czecheslovakia between August and October 
last year to evaluate the results of the mass 
vaccination programme carried out with the live 
vaccine, concludes that ‘the attenuated live 
vaccines used appear to have been safe, both to 
those vaccinated and to the communities in 
which they live, for at least the six-month period 
during which surveillance was carried out’. 
Further, ‘the fall in the number of cases suggests 
that the vaccine is effective, although the absence 
of a controlled trial makes it difficult to gauge its 
effectiveness accurately’. 


LIVE 


LYCOPENIA 

YELLOWISH discoloration of the skin due to the 
ingestion of large amounts of food, such as 
carrots, with a high concentration of beta 
carotene is well recognized. Not so well known 
is the fact that a similar discoloration of the 
skin can be produced by the excessive ingestion 
of tomatoes. P. Reigh and his colleagues (New 
Engl. 3. Med., 1960, 262, 263) report such a case. 
This was a 61-year-old woman who was ad- 
mitted to hospital with orange-yellow discolora- 
tion of the skin. She had been drinking 2 litres 
of tomato juice daily for severa! years. The dis- 
coloration of the skin was found to be due to 
lycopene, the red carotenoid of tomatoes. Lyco- 
pene is a physiologically inert structural isomer 
of beta carotene and, so far as is known, is 
‘neither toxic nor beneficial’. 
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PUBLICATIONS 
Pathogenesis and Treatment of Occlusive Arterial 
Disease, edited by Lawson McDonald, consists 
of the proceedings of the third postgraduate 
conference organized by the Royal College of 
Physicians of last November. The 
subject is covered under four headings: patho- 
genesis of occlusive arterial disease; cerebral 
artery disease; 


London 


vascular disease; coronary 
peripheral vascular disease. All 
are stimulating, particularly that on the vexed 
question of the value of long-term anticoagulant 
many 


four sections 


therapy in coronary artery disease. In 


respects this is the best review of the subject 
available for the general practitioner. (Pitman 
Medical Ltd., 


Publishing C« 255.) 


price 


Brucellosis in England, by Hugh R. E. Wallis, 
M.D., M.R.C.P., D.C.H., is a most interesting and 
instructive monograph which brings home the 
importance of this relatively common, but often 
overlooked, disease. The book is well set out and 
easy to read, it contains a full list of references 
and the index is excellent. It can confidently 
be recommended to physicians and practitioners. 
The binding is poor and it would have been 
better to improve this at the expense of omitting 
the x-ray reproductions, which would seem to 
add little to the book. (A. S. O’Connor & Co. 
Ltd., price 25s.) 


Practical Leads to Puzzling Diagnoses, by Walter 
C. Alvarez, M.D., D.s¢ Dr 
a leading part in establishing the Mayo Clinic 


Alvarez has played 


as a place to which every sick American feels 
he can turn for sound advice and helpful treat- 
ment. The the Clinic 
centre was established by the Mayo brothers: 
Alvarez made it the place 
including a surgical one, is regarded as a human 
problem. This book contains the memories of a 
lifetime of consulting medical practice in the 
mid-Western medical Mecca. The title may lead 
the reader to expect There 
innumerable case histories discussed so briefly 
that few of them convey a clear practical lead, 
other than that no 
clearly ‘somatic’, that a prolonged search will 
not discover some distant relative who was a 
drunk, an epileptic, or a half-wit. Nevertheless 
it is entertaining (Pitman Medical 
Publishing Co. Ltd., price 72s.) 


fame of as a surgical 


where every case, 


too much are 


the conclusion case is so 


reading 


A Short History of Nursing, by W. R. Bett. 
M.R.C.S., L.R.C.P., makes excellent reading 
It exemplifies the 
knowledge of medical history and contains an 


admirably author’s wide 


amazing number of facts which are seldom in- 


cluded in conventional histories of nursing 
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Characteristically, it concludes with an ‘ap- 
pendix’ on ‘The nurse in literature’; perhaps 
one day Dr. Bett will expand this into a full- 
blown book. Meanwhile the present book can 
be thoroughly recommended as ideal reading 
for the intelligent girl who is considering taking 
up nursing as a profession—and her medical 
father should make sure he reads it too. (Faber 
& Faber, 12s. 6d.) 


District Nurse Training.—Syllabuses of training, 
which incorporate the recommendations laid 
down in the Report of the Ministry of Health’s 
Advisory Committee on the Training of Dis- 
trict Nurses are now available. Students taking 
either the months’ or the six months’ 
course will be eligible for the national certificate 
to be issued by the Ministry of Health as well 
as for appointment to the Queen’s Roll. (Queen’s 
Institute of District Nursing, 57 Lower Bel- 
grave Street, London, S.W.1.) 


four 


Home Guide for the Diabetic, based on the book- 
let issued to patients attending the diabetic 
clinic at the Leicester Royal Infirmary, contains 
instructions on diet, including recipes, as well 
as general instructions. Written in an authori- 
tative, yet simple, manner, it is a booklet which 
general will find for the 
guidance of diabetic patients in their own prac- 
tices. (Iliffe & Sons Ltd., price 3s.) 


practitioners useful 


A History of Ophthalmology, by George E. 
Arrington, Jr., M.D.—Dr. Arrington has com- 
pressed into a short space a survey of ophthal- 
mology from the early observations of the 
ancients to current practice in Europe and 
America. There is a bibliography and an inter- 
esting chronological table indicating the out- 
standing in our knowledge of the 
subject. This monograph will be of value to the 
medical historian, and the practising ophthal- 
mologist will be able to pursue the more recon- 
dite details from the sources indicated in the 
bibliography. The book is well produced, and 
the author has read widely in the expanding 
fields of medical and philosophic history. 
(M & Publications Inc., price $4.) 


advances 


National Register of Medical Auxiliaries. The 
Register of Chiropodists for 1959-60 has now 
been published and will be sent free to members 
of the medical profession, hospitals and official 
bodies upon application to the Registrar, Board 
of Registration of Medical Auxiliaries, B.M.A. 


House, Tavistock Square, London, W.C.1. 


CORRIGENDUM.—Hexetidine is a hexahydropyrimi- 
dine, not a hexahydropyridine as stated on page 626 of 
our May issue 
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Midicel tablets and suspension 


the long-acting sulphonamide 


sustains therapeutic sulphonamide levels for 24 hours with a single dose 
Each teaspoonful (5 ml.) of mmpiceL* Suspension contains 
0:25 G N’-acetyl sulphamethoxypyridazine. 
Bottles of 60 ml. and 16 fl. oz. (455 ml.) 
Each mipicet Tablet contains 0-5 G sulphamethoxypyridazine. 
Containers of 12, 100 and 250. 


PARKE-DAVIS , 
PARKE DAVIS AND COMPANY Hounslow Middlesex Trade Mark PD9S 











NOTES FROM THE CONTINENT 


A European Newsletter 
BELGIUM 


Protein-bound iodine in endemic goitre.—Profes- 
sor M. de Visscher, director of the laboratory 
of general pathology in the University of 
Louvain, and Dr. M. de Smet, head of the 
medical services at Yangambi, in the Belgian 
Congo, have recently reported the results of a 
study they have made of iodine metabolism in 
goitrous patients in an area of endemic goitre 
In two-thirds of those examined, the protein- 
bound iodine was less than 4 g.%, but in 8 
raised levels were noted, though without any 
clinical signs of hyperthyroidism. The iodine 
content of the water in the endemic area was 
found to be two to five than in 
neighbouring non-goitrous areas 


times less 


Radiology of splenomegaly.—At a meeting of the 
Belgian Society of Gastro-enterology, P. Gallus 
and his colleagues read a paper on the radio- 
logical diagnosis of splenomegaly. Freely illus- 
trated, the paper provided a valuable review of 
the subject, the emphasis, of course, being upon 
the various deformations of the stomach and 
colon produced by the enlarged spleen 


Hypothalamic neurosecretion and age.—Accord- 
ing to P. Y. Duchesne, of the department of 
anatomy in the University of Liége, the neuro- 
secretion of the hypothalamus increases with 
age. In old age, it is reported, qualitative changes 
also occur, and attention is drawn to the fact 


that in the elderly the Herring bodies become 
rough and irregular in outline. 


The carpal tunnel syndrome.—According to G 
Calberg, any condition altering the shape of the 
carpal tunnel, or increasing the volume of its 
contents, can induce neuritis of the median 
nerve. More rarely, the ulnar nerve may be 
involved. The paresthesia resulting from such 
compression is usually progressive, worst at 
night, and limited to the area corresponding to 
the anatomical distribution of the affected 
nerve. In some cases the paraesthesia may 
radiate to the shoulder, which may well compli- 
cate the differential diagnosis. One of the most 
important guides in localizing the site of com- 
pression of the nerve is a detailed examination 
of the extent to which the intrinsic muscles of 
the hand are involved. 


Displacement of the upper femoral epiphysis 

Overweight and muscular imbalance are the 
causes of slipping of the upper femoral epi- 
physis, according to Dr. Soeur. This results in 


a disturbance of the normal tensions of the 
neck of the femur, traction being affected more 
than inward pressure. The consequence is an 
osteoporosis of the upper and outer border, 
and ossification of the lower and inner border. 
This means that the upper part of the femur is 
also affected and not only the cartilage as is 
commonly believed. 


GERMANY 


The treatment of migraine As serotonin (s- 
hydroxytryptamine) is one of the substances 
which is said to be released into the tissues in an 
attack of migraine, and has certain histamine- 
like actions on blood vessels, H. Heyck con- 
sidered it possible that serotonin antagonists 
might be useful in the prevention or alleviation 
of migraine. He therefore made an attempt to 
abort acute attacks of migraine, using 1-methyl- 
d-lysergic-acid-butanolamide-tartrate as the 
antagonist. According to his pre- 
liminary results, the use of this preparation (not 
yet generally available) led to a diminution in 
the severity of attacks varying from 50% to 
100%. 


serotonin 


Preservation of bloodvessels —A new method of 
preserving bloodvessels has been described by 
G. Carstensen. This consists of immersion of 
the vessel in a substance known as ‘palacos’, 


which is chemically related to plexi-glass. Poly- 
merization of this rapidly hardening substance 
occurs at room temperature. The one essential 
feature of this method of preservation is that 
the vessel retains the correct degree of moisture 
This is achieved by dipping it in sterile saline, 
shaking it a few times to get rid of excess 
moisture, and then wiping it lightly with sterile 
gauze. The vessel is then immersed in the 
‘palacos’ for a minute. At room temperature the 
solidifying process takes about ten minutes, and 
the vessel is then hermetically sealed in a clear, 
transparent green mass. It is claimed that the 
vessel is then so securely packed that it can be 
transported by post. When removed from the 
‘palacos’ the vessel is said to have the same con- 
sistency and appearance as when originally 
immersed. Even after months of preservation in 
this way the vessel apparently retains its normal 
elasticity. 
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Hypophysectomy in diabetes mellitus.—Satisfac- 
tory results from the use of partial hypophysec- 
tomy in the treatment of the late complications 
resulting from arterial 


Beringer and his 


of diabetes mellitus 
changes are reported by A 
colleagues. The rationale of the procedure was 
sugzested by a paper read at the International 
Diabetic Congress at Leyden in 1952, reporting 
a case of diabetes mellitus with late complica- 
tions, in which pituitary insufficiency developed, 
followed by an improvement in the degenerative 
changes. The procedure used by Beringer and 
his colleagues was the implantation into the 
pituitary of colloidal gold—a relatively simple 
procedure which does not take more than five to 
ten minutes and, as assessed by the decrease in 
17-ketosteroid excretion, in destruc- 
tion of about 50% of the anterior pituitary. 
Details are given of 11 diabetics, with advanced 
retinopathy and nephrosclerosis, who underwent 
this form of treatment? In all of them further 
arterial deterioration is said to have been 
arrested. 


results 


Isotope nephrography.—Z. Winkel and his col- 
leagues have recently reported their experiences 
with what they isotope nephro- 
graphy’, using as their contrast medium ‘diod- 
rast’ containing I’*'. In their opinion, it has 
proved to be an ‘excellent method for determin- 
ing renal function’. Its main indication is in the 
diagnosis of unilateral renal disease. Apart from 
anything else it often excludes the necessity for 
other more painful—and sometimes dangerous 

procedures, such as ureteric catheterization 
and aortography. 


describe as 


“The 
importance of the autonomic nervous system in 
postoperative illness’ has been discussed by 
R. Stieve in a recently published series of army 
medical reports. He notes that, as a result of 
changes in the vegetative System, an increase 
occurs in blood histamine levels up to four to 


Surgery and the autonomic nervous system. 


fifteen times the normal level following severe 
trauma. The blood histamine level begins to 
increase rapidly after the trauma and reaches its 
maximum in about twelve hours 


In view of 
finding that 


Warmth and cancer chemotherapy 
Westermark and Langendorf’s 
heated tissues were more radiosensitive than 
tissues at normal temperature, K. H. Woeber 
and his colleagues have investigated the pos- 
sibility that warmth might enhance the anti- 
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tumour effect of chemotherapeutic agents with- 
out at the same time damaging normal tissue 
Their procedure was to immerse the experi- 
mental animal in a water bath at a temperature 
of 39° to 39.5 C. for thirty to forty-five minutes 
two before the administration of the 
cytotoxic drug. In all cases they claim that such 
warming had a statistically significant bene- 
ficial action. If the temperature of the bath was 
raised to 40.5 C., toxic reactions, in the form of 
diarrhoea and purpuric hemorrhages, occurred 
following the administration of the cytotoxic 
agent. 


hours 


First-aid in radiation injuries.—In an article on 
‘First-aid in general radiation injuries including 
treatment of wounds’, J. Schunk, noting the 
speed with which radioactive substances are 
absorbed from wounds, stresses the necessity 
for as rapid elimination as possible of all such 
substances in order to reduce their absorption 
to a minimum. Following inhalation of radio- 
active dust, an attempt should be made to wash 
this out of the bronchi by means of isotonic 
saline solution. In the case of wounds, the wound 
surface should be covered with strips of cello- 
phane and the wound temporarily sutured. 
Necrotic should be excised. The area 
surrounding the wound must be thoroughly 
scrubbed with a nylon brush, and the wound 
itself thoroughly washed with physiological 
saline solution. The whole procedure should be 
controlled by counters: the best means of doing 
this is considered to be an instrument developed 
by Miller, which can be introduced into wounds 
and is said to locate the smallest radioactive 
foreign bodies 


tissue 


Lung cancer in U-boat crews.—It has often been 
stated that men who have served in U-boats are 
particularly susceptible to carcinoma of the Jung 
because of their exposure to the exhaust of the 
submarine’s motors. According to F. Lickint, 
this is not the case and he reassures surviving 
U-boat men of the last two wars that they do 
not need to live in fear of the late consequences 
of their submarine service. This conclusion is 
based upon an investigation he has carried out 
of the medical records of men who had served 
in U-boats in both the German and Austrian 
Navy. This that carbon monoxide 
poisoning occasionally occurred among the 
crews of the early U-boats of the 1914-18 War, 
but there no evidence of any increased 
incidence of carcinoma of the lung. 


showed 


was 
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@ Produces gradual reduction in blood-pressure 
sudden marked hypotension does not occur 


@ Avoids mental depression, drowsiness and fatigue. 


@ Dosage can be raised to hypotensive levels. 


NOW IN TWO STRENGTHS 5 AND 10 mg. 


New 10 mg. tablets, coloured pink, for convenience o 


SSLLLLLLLLLLLEL LL LLL, 


prescribing and administration. 


DOSAGE 


Initially, one 10 mg. tablet thrice daily (30 mg. daily) 
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WHEN PRESCRIBING 


THE NEW READY-PREPARED SUSPENSION 


OF POTASSIUM PENICILLIN V 


simply write 4 DDT A *4D .< ys 
SUSPENSION” fx 





It is the short name for 
‘Distaquaine’ V-K Suspension — 

. the first ready-prepared suspension 
of this rapidly absorbed oral 
penicillin. It needs no preliminary 
preparation, and its pleasant flavour 
and consistency appeal to patients 
of all ages. Issued in bottles of 
2 fil. oz. (60 ml.), DQV-K Suspension 
contains in each 5 ml. the equivalent of 
125 mg. penicillin V as potassium salt. 
Basic cost to the N.H.S.—8s. 10d. per bottle. 


READY— 
PREPARED 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, 8.W.19 
Telephone: LiBerty 6600 Owners of the trade mark ‘Distaquaine’ vee 17/604 














They suffer from hayfever | 
but enjoy high summer at 
work and play with Thephorin.* 


Thephorin controls allergic 
manifestations without 
causing drowsiness. 


% Thephorin (Phenindamine Tortrate) is the reed. trade mark of: 
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Fak 3 '=1@)@) 5 | = ROCHE PRODUCTS LIMITED, 15 MANCHESTER SQUARE, LONDON, W.1 














no 
ifs and buts 


about 


Terramy 


backed by 
overwhelming 


clinical 


in chronic bronchitis 
‘The most useful [oral antibiotic] Is 


evidence oxytetracycline [Terramycin] and 

there is no doubt as to its value in 
reducing the amount and the puru- 
lence of sputum.’ ' 


‘Of the treatment regimes tested, 


oxytetracycline [Terramycin] stood 
SCIENCE FOR THE WORLD'S WELL-BEING out as an effective single therapeutic 


Pfizer Ltd., Folkestone, Kent agent...’ 2 





*Trade Mark 








oral 


brand of oxytetracycline 


in sinusitis in infectious diarrhoea 
‘Clinical and roentgen-ray exam- Results of treatment of 205 premature 
ination confirmed that 72.6 per cent and very young infants with Terra- 
of the oxytetracycline {Terramy ny< demonstrate the possibility of 
treated patients were completely treating s infection successfully 
cured." vit dietary restriction. Tolera- 

was excellent, 


in urinary infections 
‘Terramycin is an effective antibiotic 
for treating many urinary infections 
caused by both gram-positive and 
gram-negative organisms and has 
cured where all other antibiotics 
have failed.’ 


1 Practitioner, 1955, 175, 670 

2 Brit. med J., 1957, ii, 263 

3 Antibiot. Med., 1956, 2, 57 

4 Abstracted (Medizinische, 1955, 46, 1601.) 
5 J. Urol. (Baltimore). 1953, 69, 319 
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PRINO 


Aprinox is the latest addition to the benzothiadiazine group of the 





oral diuretics and is the benzyl derivative of hydroflumethiazide 
(Bendrofluazide is the B.P. Commission Approved Name). 
Only a single daily dose is needed for initial treatment while for 
maintenance the dose need only be given once or twice weekly. 


Aprinox tablets are supplied as follows :— 

*‘APRINOX 5 mg.’ tablets—containers of 100 and 500 
*‘APRINOX 2.5 mg.” tablets—containers of 100 and 500 
Detailed literature and professional sample gladly sent on request. 
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fifty Bears Ago 


‘Chirurgie is the quick and ready motion of steadfast hands with experience’. 


Galen. 


JULY 1910 


“THE prognosis is, as the name implies, ex- 
tremely grave ... it has not been my 
fortune to see an undoubted case recover’, 


writes Sir John Broadbent, Bt., M.D., 


good 


F.R.C.P., physician to out-patients, St. Mary’s 
Hospital, in the introductory article on ‘Malig- 


(By courtesy of the Royal College of Surgeons of England.) 
Sir Holburt Waring, Bt., C.B.E., F.R.C.S. (1866-1953) 


nant endocarditis’. Of the various forms of 
treatment discussed, ‘the 
would seem to afford a better chance of success’ 
but ‘the chances of success do not seem very 
promising’. On the other hand, ‘one case of 
recovery attributed to the vaccine treatment has 
been recorded, and we must hope that the 
results of further work on these lines will 
enable us to combat the disease more 
fully in the near future’. 
‘Occasionally’, says H. J. Waring in “The 
treatment of large postoperative ventral and 
umbilical herniz’, ‘one with patients 
who have had an abdominal 
performed, and the parietal wound closed by 
the old method of through-and-through sutur- 
whom a protrusion has 


vaccine treatment 


success- 


meets 
operation 


ing, and in gradual 


formed at the site of operation’. Although 
operations on these large hernia were formerly 
considered inadvisable on account of technical 
difficulties, he says that in recent years ‘I have 
operated upon all such cases which have come 
under my care, unless there have been causes 

which have contraindicated the performance 
of a surgical operation, such as chronic bron- 
chitis, or advanced cardiac or renal disease’. In 
all of these operations, he says, ‘I have practised 
one or other form of overlapping the muscular 
aponeurotic and fascial strata, after completely 
excising the hernial sac, and any scar tissue 
which had resulted from previous procedures’. 

Holburt Jacob Waring went to Owen's 
College, Manchester, before entering St. 
Bartholomew’s Hospital as a scholar in natural 
sciences. He obtained the B.Sc. (with honours 
in physiology) in 1888, and in 1890 qualified 
M.R.C.S., L.R.C.P. and M.B., B.S. He pro- 
ceeded F.R.C.S. in 1891 and M.S. in 1893. In 
1902 he was appointed assistant surgeon under 
Harrison Cripps, and was elected full surgeon in 
1909. He was awarded the Jacksonian prize for 
his essay on “The diagnosis and surgical treat- 
ment of diseases of the liver, gall-bladder and 
biliary ducts’ in 1894. When operating he was 
meticulous in his observance of the rules of 
strict asepsis, whilst his skill in dissection was 
based upon a sound knowledge of anatomy 
Waring represented the Royal College of 
Surgeons of England on the General Medical 
Council from 1917-32, and had the distinction 
of being Hunterian Orator in 1927, the bi- 
centenary year of Hunter’s birth. He was 
President of the College from 1932-35. While 
Dean of the Medical Faculty of the University 
of London he did much to improve relations 
between the University and the medical schools 
He was knighted in 1925 and a baronetcy was 
conferred on him in 1935. Among his publica- 
tions were ‘A Manual of Operative Surgery’, 
and a book on the ‘Surgical Treatment of 
Malignant Disease’. 

Reviewing the subject of ‘Internal abdominal 
injuries’ W. H. Battle, F.R.C.S., Surgeon, St. 
Thomas’ Hospital, says: ‘In this group are 
comprised those cases which were so long 
admitted to our hospitals only to die, lulled to 
their last sleep by the administration of sufficient 
opium to keep them quiet and free from pain’. 
He concludes with the advice that al] cases of 
intraperitoneal injury be ‘examined at intervals 
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for some weeks after they have apparently 
recovered’. 

Arthur J. Hall, 
Lecturer in Practical 
Sheffield, points out, in his paper on “The 
diagnosis of intracranial tumours’, that ‘A 
tumour of a histological structure to which the 
term “innocent”’ is usually applied, may in this 
region be just as rapidly fatal as one of ‘‘malig- 
nant” type’, Referring to the difficulties which 
surround the diagnosis of intracranial tumour, 
and to the fact that ‘many failures must occur 
to all but the most experienced’, he continues: ‘I 
am sure it is a mistake to allow such failures to 


M.A., M.D., F.R.C.P., 


have too much weight . . . It is always a serious 
matter to recommend a severe cranial operation 
in which nothing is found, but it is a much 
graver thing to allow a patient to die with an 
easily removable tumour unremoved’. 

In *The case of exostosis of the os calcis’, 
Herbert French, M.D., F.R.C.P., Assistant 
Physician to Guy’s Hospital, writes: ‘It is 
generally held that the treatment for the con- 
dition is essentially operative ... It is worthy 
of mention, therefore, that in the above case ab- 
solute relief from all pain in the heel was im- 
mediately given by providing a groove in the 
inner aspect of the patient’s right boot’. 

‘Our views on acute poliomyelitis have of 
recent years undergone modification’, 
according to Reginald Miller, M.D., M.R.C.P., 
assistant physician to out-patients, St. Mary’s 


some 


Medicine, University of 
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Hospital; physician to outpatients, Paddington 
Green Children’s Hospital, in an article on 
‘Acute polio-encephalitis’. ‘It is now known 
that inflammatory changes are by no means 
confined to the anterior cornual cells in the cord, 
and hence the word ‘anterior’ has been dropped 
from the name of the disease . . . Lastly, it may 
be considered as settled that the damage done 
to the nervous tissues is due to inflammatory 
changes and not, primarily, to an infective 
thrombosis; while the recent work of Flexner 
and Lewis gives rise to the hope that the 
causative organism will soon be obtained. From 
its occasional occurrence in epidemics it cannot 
be doubted that the disease is bacterial in 
origin’. 

In a note on ‘The hypo-resistance of the skin’ 
(‘Notes from Foreign Journals’), Brocq is quoted 
as saying ‘The fingers are much preferable for 
massage than the numerous instruments for the 
purpose’. 

A ‘Practical Note’ on “Treatment of epistaxis’ 
starts with the following advice: ‘Let the patient 
always sit up before an open window—never lie 
down—so as to keep the head higher than the 
trunk. Ice may be used locally and to the back 
of the neck. The lower extremities should be 
immersed in hot water up to the knees, or the 
lower limb bound with hot cloths and small 
doses of digitalis with ergot may be given every 
three hours’. 


T.H.B. 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tut EARL SPENCER 
Medical Superintendent—-THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
Patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 


logical and pathological examinations. 


Private rooms with special nurses, male or female, in the Hospital or 


in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 


admitted. 


It is equipped with all the apparatus for the complete investigation and treatment of Mental and 


Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 


Diathermy and High-Frequency treatment. 
pathological research 


It also contains Laboratories for biochemical, bacteriological, and 
Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 


farm of 650 acres 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 


orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lilanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 


boundary. 


Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 


its own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 34354, three lines, 
Northampton), who can be seen in London by appointment. 
































make a summer? 


If doctors are going to 


Opinions may vary, but one thing is certain. 


th 


the summer themselves, they are going to need 


enjoy anything of 
something that cuts down the time spent on treating the numerous skin 
conditions they w meet. Conditions such as infected cuts, wounds 


and abrasions, sycosis, folliculitis, impetigo, and so on, respond well to 


ACHROMYCIN OunTMENT. Recovery is usually rapid —often 


dramatic, and the sensitizing potential of the Ointment is extremely low, 


ACHROMYCGIN OINTMENT 


Each gramme contain Tetracycline 30 mg. 2 ma petrolatum-u ool fat base. 


PACKING AND BASIC N.H.S.COST Tubes of hoz. .. 45. 6d. 
Tubes of 1 oz. .. &s.- 2d. 
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MOTORING NOTES 


Continental Cars 
By JOHN PRESTON 


Nor so long ago we were marvelling at the fact 
that British cars were selling in large numbers 
in the United States, the country which has the 
largest motor industry in the world. Now much 
the same thing is happening here, where in 
spite of having one of the most flourishing 
industries in the world, producing more than 
a million cars a year, Continental cars are being 


Fic. 1.—The Renault Dauphine 


imported in considerable quantities and_are 
being bought with avidity by many motorists 
In the 
ir imports were 


in preference to the cars made at home 
first three months of the year cz 
nearly four times higher than they were a year 
ago, with France in the lead. 

What is it that makes Continental cars so 
attractive to many motorists? In the first place 
there is undoubtedly a certain amount of snob 
appeal in having a car that is out of the normal 
run of British 
price category. When someone 
as occurred recently— My 
car and she is thinking of buying one of these 
little Dauphines . . .’, that man (and his wife) 
are behaving just as others do in the United 
States, where the imported car has acquired a 
special flavour which makes it an attractive 
It would have sounded somehow 


models of the same size and 
says to me 
wants a 


wite new 


possession. 
less effective if he had remarked that his wife 
was thinking of buying a Morris Minor 1000 
There was a time when it might have been 
argued that it was unpatriotic not to buy a 
British car, but this argument is not easy to 
sustain in the face of the need for Britain to 
export more cars to the Continent. There must 


be some give and take in export business, and 
the competition that now exists between 
British and foreign firms for the British home 
market for cars has everything to recommend 
it—not least the fact that one cannot expect to 
export British cars to France, Germany, Italy 
and the other members of “The Six’ without 
taking some in return. Since last year the import 
quotas for Continental cars have been removed 
and as a result some 27,000 cars valued at 
nearly £9 million came across the Channel last 
year. Today the only brake on their sales, apart 
from the heavy import duty they have to bear, 
is the need for some factories to ration their 
cars to various export markets, including 
Britain. 
THE RENAULT DAUPHINE 

More than half the imported cars are French, 
and of these the Renault Dauphine (fig. 1) is 
by far the most popular. 

The Dauphine is certainly one of the prettiest 
little cars on the road, having clean, well- 
planned lines that make it look bigger than it 
really is. It scores over that other popular 
imported car, the Volkswagen, in having four 
doors, and it is also superior to the German 
car in its luggage accommodation. It is an easy 
car to drive, always starting readily and having a 
simple gear change—which could, nevertheless, 
be a good deal better. The lever is very spongy 
in its movement, and is placed too far ahead 
so that the driver has to reach forward every 
time to change gear. The engine, which is 
mounted in the ‘luggage boot’ at the rear, is 
very responsive and the car has the lively 
character of a terrier dog. There is ample luggage 
space under the bonnet. 

The steering is light and accurate, making the 
car easy to park, and the brakes arewell up to their 
work. The latest Dauphine has a new form of 
springing which combines ordinary metal springs 
and rubber cushions that give the car a smooth 
ride which is the same whether the car is lightly 
laden or is carrying four passengers. A criticism 
of the car, and one that applies to most rear- 
engined models, is that it is affected by a side- 
wind when travelling fast on an open road. The 
weight of the engine at the rear is also notice- 
able when the car is taken round corners faster 
than usual, but for all normal motoring the 
Dauphine is a very pleasant little car to drive. 


SPECIAL FEATURES 
The question that motorists would ask them- 
selves when considering buying a Dauphine is 
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to what extent—apart from having the engine 
at the back—it differs British 
similar size. The first thing that one notices is 
that the standard of finish is more like that of an 
American car than a 


from cars of 


British model, which is 
not to say that it is inferior, because everything 
is designed to be serviceable and at the same 
time present an attractive appearance, but it is 
nevertheless different. The Dauphine has some 
ingenious details which are not found on British 
cars: for example, a switch under the steering 


wheel alters the note of the hooter from loud 
that 
without scaring them in cit) 


blast given to the big lorry 


to soft, so pedestrians can be warned 
streets, and a loud 
on the open road 
Another switch operates the parking lights on 
each side of the car. The main lights are worked 
by a switch on one side of the steering column 
which is moved in a circular direction for the 
various types of illumination. There is a goo 


deal of engine noise when accelerating an 


travelling quickly, but this is common to most 
small The 
however, of being remarkably free from rattles 


cars. Dauphine has the merit, 


and squeaks, and the whole car gives an impres- 


which belies its obviously 


sion of taut solidity 
light construction. 
fuel 


economy, which can be truly remarkable when 


Perhaps its greatest virtue of all is its 


‘I he 
recorded by The 
Motor in their test was 46.2 m.p.g., and the car 
recorded 55-5 at a constant 30 m.p h. 
is supplied with a three- 


the car is driven at a reasonable speed. 


touring fuel consumption 
m.p.g 
The normal Dauphine 
speed gearbox, but a four-speed gearbox can 


be obtained, together with a more powerful 
engine, on the Gordini model, 


extra {131. 


which costs an 


SERVICE’ 
With so many people taking their cars for holi- 


AIR AMBULANCI 


days on the Continent nowadays, the number 
of major mechanical breakdowns is growing 

last year the A.A. alone arranged for the return 
of more than 1000 vehicles from the Continent 
as a part of their touring service 
junction with the Channel Air 
ferry that 
Airport, the A.A 


bulance 


Now, in con- 
Bridge, the car 
Southend 
have introduced an ‘air am- 


company operates from 


break down 


beyond local repair when touring abroad. These 


service’ for cars which 
cars, and motor cycles as well, will in future be 
sent by rail to the nearest Channel Air Bridgs« 
terminal, which Calais, Ostend ort 
Rotterdam, be flown home on the 
same day to Southend. Special plans have been 
made for them to be sent on by 
The 
course, also for cars and motor cycles damaged 
in accidents. There will be no additional charge 
for A.A. members. The Channel Air Bridge has 


may be 


and will 


rail to their 


home destination scheme operates, of 


‘'TITIONER 


plans, which are not yet finalized, for longer- 
ferry routes for cars from Southend 


Strasbourg and Dusseldorf, and if 


range alt 
to Lvons., 


and when these services start the ‘air ambulance 


FI The K-L Head-rest 
service’ will mean that cars damaged in accidents 
or seriously broken down will be sent back from 
far afield with as little delay as possible. 

NEW ACCESSORIES 
Last month I mentioned the value of a back- 
rest for reducing the driver’s fatigue on a long 
journey. The same manufacturers produce a 
head-rest (fig. 2) which should perform the same 
service for the front-seat passenger. The rest 
itself consists of a foam rubber pad with a 
detachable cover which can be easily 
washed or cleaned, and this is mounted on a 
hromium-plated frame which can be adjusted 
width of the front seat. There are 
one for small cars with seat backs 
deep and another for 
cars with seat backs up to 
Rally cars are often fitted 
head-rests for the navigator/co-driver, and this 


plastic 


to suit the 
two models 
up to three inches 
five 


with 


American’ 


inches deep. 


can be taken as an indication of the comfort and 


reduction in fatigue they provide. 
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contemporary approach 
to wound therapy..... 


POWDER AND GREAM 


** CONTROLS INFECTION by wide range antibiotics 
** STIMULATES HEALING by selected amino acids 


Bactericidal and bacteriostatic. 

Minimizes risk of developing resistant strains. 
Promotes tissue repair and granulation. 

Active in presence of blood and tissue exudates. 
Non-allergenic. 


Especially valuable in the treaiment of burns, carbuncles, ulcers, and in obstetrics and rectal surgery. 


FORMULA: Each gramme contains:- 
Neomycin Sulphate 5 mg., Zinc Bacitracin 250 units, 
di-Threonine 1 mg., |-Cystine 2 mg. Glycine 10 mg. 


PRESENTATION: 
Powder 5 & 15 gramme insufflators. 
Cream 5 & 15 gramme tubes. 


TRADE PRICES: 
Cicatrin Cream 5g tube 3/- + P.T. 
15g tube 6/- + P.T. 
Cicatrin Powder 5g insufflator 3/- + P.T. 
15g insufflator 6/- + P.T. 


on ean Bae purely British Pharmaceuticals 


CALMIC LIMITED, CREWE, CHESHIRE. Telephone CREWE 3251-7 
LONDON: 2 MANSFIELD STREET, W.1 Telephone LANGHAM 8038-9 
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The 
bonus 
20 years 





lhe increasing proportion of older people 
in the population brings sociological and 
medical problems into sharp focus. 

The break-up of the family, loneliness 
and economic difficulties bring a feeling of 
futility and an apathy that leads to malnu- 
trition; to physical and mental breakdown. 

But, aided by environmental and 
nutritional improvements, the number of 
older people leading an active life steadily 
increases. 

One such aid in maintaining health in 
the ‘bonus’ 20 years is JUVEL—whose for- 
mula has been designed to meet the partic- 
ular needs of those who are growing old. 


Formula The formula of ‘JuvEL’ has been 
designed in consideration of the known defects in 
the diets of many older patients. The vitamins 
chosen and the quantities given are related to 
needs as determined by dietary surveys and the 
known incidence of disease 


The Daily dose of 1 tablet contains:— 


Vitamin A 5,000 iu 
Vitamin D 500 i.u 
Vitamin B 

Riboflavine 

Vitamin Bg 

Nicotinamide 

d-a-rocophery tate (Vitamin E) 

Vitamin C 


1d 500 tablets 
Further particulars of this new product from 
7 
¥) VITAMINS LIMITED 


4 


UPPER MALL, LONDON, W.6 
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The Dordogne and Pyrenees 


By PENELOPE TURING 


“WHATEVER else you write about’, said 
friends with whom I was dining a year 
ago, Dordogne 


plied me with superlative 


some 
alone! and 

food and drink to 
I shall 
not reveal the name of the hotel they discovered 


‘leave the 


blur my memories of their chosen Eden 


an old castle with a few bedrooms to let 


ae | valley. History 


Fic. 1 La tour de Montaigne, Saint-Michel-de Mon 
taigne. (By courtesy of the French Government Tourist 
Office.) 


where the patron, delighted at their apprecia- 
tion, consulted them daily on the menu and 
gastronomic art each 


produced a poem of 


evening. However, there is room and to spare 
in this district for others who enjoy peace and 
the gentle, unexploited charms of the French 
countryside. Nor, I think, 
just yet; the appeal of this district is for those 
who know 


wandering in a smiling, sunny 


will its peace depart 


something of France and enjoy 
land of farms 
and villages, old churches and chateaux where, 
at least in spring and autumn, the foreigner, 


English or otherwise, is a rara avis 


GETTING THERE 
The Dordogne river rises near La Bourbourle 
west of Lyons, and flows westwards right across 
the country to enter the sea by way of the 
Gironde. A car is really essential here, and the 
obvious way to travel out is by the Boulogne- 
Lyons Car Sleeper Express, which deposits you 
and your car at Lyons after a comfortable night 
on the train. Alternatively, you can drive all 
the way, or hire a self-drive car through the 


French Railways. From Lyons the route 1s via 
Clermont-Ferrand and Le Mont-Dore, joining 
the Dordogne in its early reservoir stages at 
Bort-les-Orgues. It is tempting, by the way, 
to go on north-westwards through Clermont to 
Aubusson, and then double back to the river 
from there. Aubusson of tapestry fame 1s 
a fascinating old town in a steep-sided granite 
1sth-century Flemish 
with the Aubusson’s 
industry, legend gives the honour to 


Today, Aubusson is 


credits 
workers creation of 
tapestry 
the artistic Saracens 
making the vast tapestry designed by Graham 
Sutherland which will hang behind the high 


altar in the new Coventry cathedral 


THE DORDOGNI 
The country of the Dordogne is lovely 
through 


The 


river sweeps along smiling farming 


land and woods or past majestic cliffs—as at 
castles, villages and little towns 


river for almost its whole 


Bevnac by 
Roads follow the 
length, and there are plenty of enticing byways 
leading away to right and left. This is not a 
district for the earnest sightseer, but the chain 
little uncoils itself with 
charm as you travel: Argentat, 
picturesque and looking down on the river 
from terraced gardens; fascinating Sarlat; 
quaint Domme; ‘Trémolat, Bergerac, St 
Michel-de-Montaigne (fig. 1)—the birthplace 
of Montaigne—and dozens more. Some are 
beautiful, some interesting for one reason or 
The enthusiast for prehistory will 
certainly visit Les Eyzies-de-Tayac and the 
caves of Montignac-Lascaux with their remark- 


of attractive places 


insidious 


another 


able paintings 

Nonetheless the real pleasure here is to be 
found in idling along, and enjoying the food 
which Nature and the French art of cooking 
provide: this district is famous for its truffles 
and paté de foie gras. If you take your holiday 
outside the peak summer months it is not 
normally necessary to book hotels in advance. 
May is a perfect month for the Dordogne, 
and I should imagine that September or early 
October would be almost as good. One word of 
warning: not every hotel, even in France, is of 
high standard, Other friends of mine who 
motored through this area last year found that, 
whilst they had one or two disappointments 
when they stopped at unknown inns, every one 
they tried which was recommended in the 
Michelin Guide to France proved a success. 





THE 


I do not drive abroad myself, so I did not 
know another small but point which 
they told me: that you can get excellent free 
B.P. 


you buy petrol 


useful 


sectional maps from the garages where 


THE PYRENEES 
The Pyrenees come into a rather different 
category. For a number of reasons they are 
much better known to the general travelling 
public than is the Dordogne: the pilgrimage 
centre of Lourdes, the sophisticated attractions 
of Biarritz, Pablo Casals’ festival at 
Prades, and the mountains themselves all bring 
fame. Mountains always draw the traveller and, 
though the Pyrenees are not in general so 
spectacular as the Alps, they provide some 
extremely beautiful scenery 


music 


It is quite simple to combine a tour of the 
Dordogne with the Pyrenees—it is only about 
160 miles south-west from Bergerac to Bayonne 
But to me 


have 


at the western end of the mountains 
it seems a pity to do this unless you 
unlimited time. It is much better to do one or 
the other 


down direct from the Channel ports or fly to 


thoroughly. For the Pyrenees drive 


Biarritz and hire a car there (available through 
B.E.A.) 

At Bayonne, a pleasant, old-world town and 
port, you are at the beginning of the Route des 
Basque district where 
Bullfights are 


Pyrenees and also in the 
France has a flavour of Spain 
held in Bayonne, and you can see the famous 
Pelota 
sallies away to the 
Route des 


panorama of the 


Basque game, Although most people 


will want to make lesser- 
known places on either side, the 
Pyrenees gives a wonderful 
whole of the range: from the Basque country 
to the impressive central heights which begin 
d’Anie Oloron-Ste- 


Marie) and extend to the Puymorens Pass just 


(south of 


about the Pic 
east of Andorra, and then down into the green 
Mediterranean valleys of the Pyrenees Orien 


tales 


GOOD FISHING 
Biarritz comes first on this road, and if you 
have a taste for the cosmopolitan resort this is 
the place for a few days’ luxury (booked in 
advance); then St. Jean-de-Luz with a wonder- 
ful beach, and after this you turn inland winding 
along below the mountains and crossing from 
one valley to another throughout the whole 
length of the range, for the northern slopes of 
the Pyrénées are seamed with mountain streams 


Most of these hold trout, and there are good 


possibilities for the visiting angler, provided he 


has a car and can get away upstream into the 
mountains; near the villages waters tend to be 


overfished by the locals. St. Jean-Pied-de-Port 
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is quite a good angling centre; so is Oloron- 
Ste-Marie where you can get trout fishing in 
the tributaries whilst the Gave d’Oloron itself, 
after being bled by poachers, is now one of the 
best rivers of France. Details about 
fishing can be had from the local tourist infor- 
mation offices. 

The road leads on through a succession of 


salmon 


fhice 


villages, Branch off to 
the north at Argelés-Gazost for Lourdes, and at 
Mont-lLouis for the magnificent medieval town 
The whole length from 


spas and small resorts 


of Carcassonne (fig. 2) 
Bayonne to Perp‘gnan is about 550 miles, and 
there is scope for a dozen holidays along the way 


The boat-train journey London-Lyons takes 15} hours 
ist class return £20, 2nd class £13 15s. Charge for a small 
car Dover-l 


return, and this includes fares for two people 


yons on the car sleeper is £18 single, £28 
London- 


Biarritz 34 hours: 1st return {£21 17s., 2nd £15. By air 


London Airport-Bordeaux (for the Dordogne), 2 hours 


return fares, 1st class £42 1s., tourist £31 10s., mid-week 


30-day excursion {26 ss. To Biarritz 3 hours: return 


1st class £48, 30-day tourist excursion £31 4s. Further 


jetails from the French Government Tourist Office, 


66 Haymarket, London, S.W.1 
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For all chloramphenicoi prescriptions: 


Paraxin 


(in India: Chioramphycin*) 


Capsules, Dragees, Tabiets 

Dry Syrup (Granules) 

Eye Ointment 

Ear-Drops 

Ointment 

Ampoules, i infusion 
Ampoules, intramuscular 
Suppositories 

New: Solu-Paraxin (i.m., i.v., sc.) 





Antibiotic 

with 

constant 
broad-spectrum 
action 


C. F. Boehringer & Soehne GmbH 
Mannheim © Germany 
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FOR 

PATIENTS 
WHO 

FEEL GHASTLY 
.-.- VILLESCON 


A tonic may be defined very simply as 

an agent that braces up the systen 

’ and restores vigour 
> Until the formulation of Villescon, 
there was no preparation that fulfilled 

such a definition. Today, Villescon 

is the only tonic that can claim to 

provide successful therapy in every 

case of simple lowered vitality. Its 

true tonic action improves breathing, 
increases the appetite in most Cases, and 
encourages in the patient the fecling 

of good health that brings activity 

und enjoyment back into living 

A more succinct 

definition of a tonic 

could, in fact, be ‘Villescon’. 


FOR EVERY 
TONIC 
PRESCRIPTION 
VILLESCON 


THE FIRST TRUE TONIC 


ILLESCON’ 


Hamming 


FOR CONVALESCENCE 


* Regd. Trade Mark 
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NOTES 


Points on Discarding 


By E. W. 


ONE evening the two following hands appeared 
as part of a deal played by our usual four 
North 
West 
Ir. Forceps) 
93 
4a 
Q 6 
(Dr (Edipus 
Dr. Bentinck was playing this hand in four 
spades after his partner had opened the bidding 
with one club. There was no _ opposition 
bidding 
Dr. G2dipus and Mr. Scalpel having 
the first three tricks, in clubs, Dr. C£dipus led 
through dummy’s Ace Queen of diamonds. Dr 
Bentinck, well aware Queen 
of spades was his chief problem in making 
the contract, played the Ace of diamonds. He 
led the Ace of spades, on which Dr. CEdipus 
played the Queen. Dr. Bentinck could now see 


when he 


ma le 


that catching the 


allowed dummy’s 
(Edipus the 


no difficulty, but 
9 of spades to run through to D1 
doctor played the 10! Subsequent play revealed 
that Dr. Gdipus had only two spades 

(Edipus 
Ben- 
tinck, from playing for the drop of the Queen, 


As the score was being entered D1 
explained: ‘I wanted to discourage you 


as I think you would have done had I played the 
10 on the first round’ 

Dr. Bentinck commented: ‘When I led the 
spades I really had not made up my mind about 
finessing, but had you played the 10 on the first 
round I should have read that as indicating a 
Queen 
bare. However, I am quite happy to lose points 
for such a nice defensive play’ 

Two hands of a further deal were 


North 
(Mr. Scalpel) 


greater chance that you then held the 


West 732 East 
(Mr. Forceps) (Dr. Bentinel 
32 
9643 
@KI of 
* 


South 


(Dr. CEdipus) 


by bidding one 


Dr. Cdipus had opened 
spade, and after Mr. Scalpel had given very 
strong support the final contract was six spade 

Not wishing to away Mr 
Forceps led a spade held the 
trick. Dr. CEdipus then played out the King and 
Queen of spades to clear the remaining trumps 
On the last round Dr. Bentinck discarded a 
heart. The Jack of hearts was now led 
dummy, to be captured by Mr 
Mr. Forceps returned the 
(Edipus made two heart tricks. He led a fourth 
spade, on which Mr. Forceps threw a heart and 


give anything 


Dummy’s 10 


from 
Forceps’ King 


hearts, and Dr 


DENHAM anp M. A. FREESTONE 


Dr. Bentinck discarded a small diamond. After 
a pause Dr. (dipus led out his last spade, on 
which Mr. Forceps played the 8 of diamonds 
and Dr. Bentinck his 3 of clubs. The discards 
from dummy were diamonds. 

Dr. (Edipus then entered dummy with the 
Ace of clubs, and led back dummy’s 4. When 
Dr. Bentinck discarded a diamond Dr. CEdipus 
played the Queen, and could finesse through 
King 10 to make four club tricks, 
which with the diamond gave him the contract. 


dummy’s 


The comple te hands were: 


North 


East 
(Dr. Bentinck) 
32 
96432 
@KJo65 
463 


South 
(Dr. CEdipus) 
AJ764 
AQg 
A4 
5 


e 
v 
e 
& 


Q 
Before the hand could be dealt Mr 
Scalpel was called to the telephone, and Dr. 


used the opportunity to discuss the 


next 


(Edipus 
hand just played and to expound on the subject 
is not always realized that a 
must often be played with the 
greatest care. Lack of concentration caused by 
holding poor cards must be combated. Remem- 
ber, too, that a lack of interest, even if only just 
perceptible, may be fatal. In this hand, Ben- 
tinck, by discarding a club instead of a diamond, 
which you could easily have spared, you told me 
where the vital Jack of clubs was. Otherwise I 
should have had to decide whether to take the 
finesse or play for the Jack to drop. I must 
confess I should have played for the drop. 

There are many other occasions when great 
care must be shown in discarding. For example, 
when sitting behind dummy’s tenace, do not 
discard from that suit when you have no honour 
in it, for you must not help a declarer who is 
undec‘ded which way to finesse. 

On the other hand, holding Q x x x behind 
K J x in dummy, you can discard a small one 
to make declarer’s problem more difficult. 

‘Consider, too, the case where declarer in a 
no-trump contract holds A K Q x and is wonder- 
ing whether the suit is evenly divided. If on the 
first two rounds East or West plays his two 
highest cards and the low one before the high 
one (say 9 and then 10 from 10 9 4) declarer 
may well temporarily abandon this line of play, 


of discards: ‘It 


weak hand 


and first attempt his alternative plan of a finesse 
in another suit, which East or West, as the case 


may be, knows will fail’. 
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in the combined clinical picture of 
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Framycort 
Ointment 


Framycetin-the 
ideal antibiotic 
for local use 


The Framycetin Skin Range 
in sub-acute and chronic infections 


FRAMYCORT OINTMENT 
Framycetin with hydrocortisone 
in a greasy base 

Tubes of 10G: Basic nus cost 6/- 


also available, for acute and 
sub-acute infections and reactions 


FRAMYCORT LOTION 
Framycetin and hydrocortisone 
in a creamy lotion base. 

20m! plastic squeeze bottles: 
Basic NHS cost 8/3. 


for simple infections 


FRAMYGEN CREAM 
Framycetin alone in a water-miscible 
base. Tubesof15G:Basic NHS cost4/- 


3) 


Genatosan Ltd 
Loughborough Leicestershire 
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Each ‘Drinamy! Spansule’ capsule 
controls appetite and relieves 
tension and anxiety for 10- 

12 hours. 


*Spansule Drinamyl’ is available in 
2 strengths 


Each Strength No. 1 capsule 
contains 10 mg. ‘Dexedrine’ (dexam 
phetamine sulphate BP) and 65 mg 
(gr. 1) amylobarbitone 


Each Strength No. 2 capsule 
contains 15 mg. ‘Dexedrine’ and 97 


mg. (gr. 14) amylobarbitone 


The difference between the two 
strengths is not in duration of 


action hut intensity of effect. 


SPANSULE DRINAMYL 


would help this woman 
lose her appetite and 
keep her temper all day 


SMITH KLINE & FRENCH LABORATORIES, LTD, WELWYN GARDEN CITY, HERTS 


‘Dexedrine’, ‘Drinamyl’ & ‘Spansule’* are trade marks 
*Brit. Pat. Nos. 715305, 742007 


spi :Pa20 (Col) 
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CAP-A-PIE 


CETAVLON P.C. 


RADE MARK 


r seborrhoea capitis and 
horrnoet ermatitts 


‘Cetavlon’ Pro Capite is a _ special 
formulation of ‘Cetavlon’ designed for 
the treatment of dandruff. It only 
requires dilution with water, vigorous 
application to the hair and subsequent 
rinsing. Used at weekly intervals, 
‘Cetavion’ P.C. provides effective con- 
trol of dandruff, keeps the scalp clean 
and healthy and leaves the hair in good 
condition. Basic N.H.S. price 3/4d. for 
4 fluid oz. bottle — sufficient to provide 
7-8 treatments. 








GLYPED 


TRADE MARK 
for athlete’s foot 


‘Glyped’ Cream provides a new app- 
roach to the control of fungal infection 
of the skin. It contains glyceryl triacetate 
and depends for its activity on the 
enzymatic release of free fatty acid 
which is maintained at a low level on the 
skin without causing irritation. ‘Glyped’ 
Cream is odourless and inconspicuous in 
use and particularly effective for the 
control of athlete’s foot. Basic 
N.H.S. price 3/- for 25 gramme 

tube plus 9d. Purchase Tax. 





NOTE: we have much for the indications that fall 
between the two extremities, as a glance at our 
products list will show. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 
PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE PL.52 
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Durophet 


RIKER Riker Laboratories Limited Loughborough Leicestershire 


























of The Museum of Primitive Art, New York 


duced by courtesy 


Repr 


CORTOCAPS keep infected eyes apart 


The act of applying a drug to more than one infected 
site can itself carry risk of cross infection. 
CORTOCAPS, a one-capsule, one-dose presentation of 
hydrocortisone and neomycin, removes the risk completely. 
Primarily intended for inflammation and infection 
of the eye, corTocaAPs can also be used with advantage 
in acute and chronic otitis media. 


Please write for professional literature. 


each capsule contains 0°5", hydrocortisone 

acetate and 0°5°, neomycin sulphate ina 
CORTOCAPS soft paraffin base 

packing: bottle of 12 capsules 

price: Basic N.H.S. Cost 14d per capsule as dispensed. 


Qo THE CROOKES LABORATORIES LIMITED - PARK ROYAL -LONDON NW10 
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nprehensive care of the acne 


Genatosan Skin Bar 


€ 


GENATOSAN SKIN BAR 


ACWIL CREAM 


Genatosan Ltd pone 


severe acne 
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“All right, Mr. Baxter, shall we continue? ... 


. » . now that you seem to be getting the idea, just let me reiterate that 
1.Z.S., as you so neatly put it, ‘ has something the other insulins 
haven't got.’ In other words, in about 90 per cent. of patients the blood-sugar 
level can be controlled for up to 24 hours with a single injection of I.Z.S. 
When you compare the various insulins available, you'll find that no other form 
is sO universal in its application as I.Z.S. This is, among other things, 
because I.Z.S. does not contain any protein or peptide material other than 
the insulin itself, and is therefore practically free of any allergic reactions. Perhaps 
Mr. Baxter will now give others a chance to raise their questions.” 


1.Z.S. A.B. Vials of 10 c.c 


Ss 
40 or 80 units per c.c. ) nsulin 
1.Z.S. (Amorphous) A.B. Vials of 10 c.c. 


40 or 80 units per c.c. 7 a inc — 
1.Z.S. (Crystall A.B. Vials of 10 c.c. * 
pues oo ae “Suspension AB 





Joint Licensees and Manufacturers : 
ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON N11 
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not only a nuisance... 


Diarrhoea may be only a nuisance 


to the patient, but the doctor 


must always regard it as a potentially 
serious condition. Prompt and 


treatment may consist in the 


effective 


f appropriate antibacterial 


administration o 


agents and in such circumstances 


CREMOMYCIN’ is the product of choice. 


CREMOMYCIN: 


NEOMY SULFASUXIDINE’— KAOLIN 


for immediate relief of diarrhoea 


Supplied in bottles of 8 fil. oz 


rhe United Kingdom N.H.S. basic cost is 3s. 6d. per fluid ounce 


* ‘Cremomycin’ and ‘Sulfasuxidine’ are registered trademarks 


Made in England by 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 





Ie onnounces 


Aldactone 


Brand of Spironolactone (SC 9420) 


The new therapeutic 
principle embodied in 
this drug effectively 
extends the control of 
oedema and ascites in 


Congestive Heart Failure 
Hepatic Cirrhosis 

The Nephrotic Syndrome 
idiopathic Oedema 


Aldactone provides satisfactory relief of 
resistant or advanced oedema even when all 
other agents, alone or in combination, are 
ineffective or are only partially effective. 


Aldactone blocks the effect of aldosterone which is the major 
cause of resistance to diuretics, and because of its different site 
and mode of action, Aldactone has a true and highly synergistic 
activity when used with a mercurial or thiazide diuretic. 





the first specific aldosterone — 
' blocking agent 


Aldactone 


has the following advantages 


@ Satisfactory relief where all other agents fail. 

@ Does not induce potassium loss. 

@ No serious toxic or side effects. 

@ Exerts true, striking, synergistic activity in a programme 
of treatment including mercurial or thiazide diuretics. 

@ Offsets the potassium loss from concomitantly administered 
mercurial or thiazide diuretics. 


What physicians may expect of Aldactone 


It is fully expected that Aldactone will change When Aldactone is used in a comprehensive 

present medical concepts of therapeutic therapeutic regimen, which includes a 

limitations in the management of oedema. mercurial or a thiazide diuretic, a satisfac- 

Many patients living in a greater or lesser tory diuresis and relief of oedema may be 

state of oedematous invalidism can now be expected in approximately 85 per cent of 

oedema-free. To others, gravely ill, Aldactone oedematous patients who would not other- 
will be life-saving. wise respond. 


References Aldactone is supplied as compression-coated 
Science, 1957, 126, 1015. yellow tablets of 100 mg. 
Ibid. 1016. 


Lancet, 1958, 2, 1084. 
Arch. De vied 1958, 102, 998. SEARLE 


Lancet, 1959, 1, 127. 
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in oedema 
hypertension 
suppression of lactation 
toxaemia of pregnancy 
sodium retention syndromes 


NEW 


BENDROFLUAZIDE QZ 


the more potent diuretic 
that promotes physiological diuresis 





CENTYL—THE SELECTIVE DIURETIC 
selective sodium and chloride excretion without potassium depletion 
Centyl is a new and improved diuretic discovered in the Leo Laboratories in Copenhagen, Denmark 
Given orally, Centy! is 100 times more potent than chlorothiazide, weight for weight, 
and almost twice as effective as the parenteral mercurials. Further, although the sodium 
excretion rate is greatly increased, potassium excretion normally remains within physiological limits 
Thus Centyl, promoting physiological diuresis, approaches the criteria for the ideal diuretic 


CENTYL promotes physiological diuresis 
Centyl is bendrofluazide : It is available in 2-5 mg. or 5 mg. tablets, in bottles of 
25, 100 and 500, Average basic NHS cost of Centyl treatment is 
as low as 8d to 2/- per week 
¢ 
. tut 
Samples and literature available from 


Leo Laboratories, 223 Kensington High Street, London W 8. 


Centy! is a registered trade mark LE ta 
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in premenstrual tension 


STELAZINE* 


helps to restore emotional stability 
returns appetite and sleep patterns 
to normal—combats anxiety and 
nervous tension without making 
the patient feel drowsy or depressed. 


Available in 1 mg. tablets in containers of 50 
and 500 and in | ml. ampoules each containing 
1 mg. ‘Stelazine’, in packs of 12 For severe 
mental illness 5 mg. tablets are available. 
FORMULA: 


2-trifluoromethyl-10-(3’[1”-methyl piperaziny] 
4”|-propy!) phenothiazine dihydrochloride 





Smith Kline & French Laboratories Ltd @ 
Welwyn Garden City, Herts ’ 


*Stelazine’ (trade mark) brand of trifluoperazine 


SZL:PA60 











ANNOUNCEMENTS 








demethylchlortetracycline... 


but for doctors who want to prescribe the most active tetracycline 
so far introduced into medicine, it’s simpler to write LEDERMYCIN. 


LEDERMYCIN demethylchlortetracycline surpasses other tetracyclines 
in sO many ways—lower dosage, greater stability, higher therapeutic 
blood levels, fewer side effects. LEDERMYCIN maintains effective 
antibacterial action for as long as 48 hours after stopping dosage 
giving added protection for the patient. These are virtues proved in 
clinical trials and supported by continually increasing prescription in 
both hospital and general practice 


Ledermycin' 


Demethylichiortetracycline + Trademark 

Presentation and Dry-filled two-tone capsules of 150 mg 

basic N.H.S. cost Bottles of 16 capsules £1 9s. Od 
Bottles of 100 capsules . £8 14s. 2d 
Bottles of 1000 capsules ° £84 2s. 4d 


Leone rLe LABORATORIES 


c SREAT BRITAIN LTO London WC.2 


YANAM a “ 





Sent home from school 


with a note from teacher .. . 


It probably started with a simple cold sore 

or runny nose, but secondary infection soon 
turned it into impetigo vulgaris. 

Ecomytrin containing two highly active 
antibiotics Amphomycin and Neomycin in a 
vanishing cream base, is cosmetically acceptable, 
penetrates rapidly to the infected area and 


allows exudates to come to the surface. 


Ecomytrin is also indicated in ecthyma, sycosis 
barbae, folliculitis, pustular acne and skin 


lesions associated with secondary infections. 


PRESENTATION 
Tubes of 15 G. 


PRICE 
The basic N.H.S. cost of Ecomytrin 


is 5/-d. per 15 G. tube. 


Ecomytrin 


CREAM 


For infected Skin Lesions 


6 Ce R. WARNER AND COMPANY LIMITED, EASTLEIGH, HAMPSHIRE 
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satisfactory 
response 
folelae-tial-1e mia 
eC salelvir- tals 
patients” 


‘The immediate clinical results were assessed 
after the first month's treatment (with Roter 
Tablets) ... 81% of cases became symptom- 
free—70% of them during the first week and 
30% during the second week; a further 
9% were relieved of the majority of their 
symptoms. Thus there was a satisfactory 
response in 90% of cases... in 75% of 
cases the patients found they were able to 
take foods which they had avoided for years.”’ 


Extract from the BRITISH MEDICAL JOURNAL 
(1955) 2, 827. 


IMPROVED THERAPY FOR 


| =) O} nal COM Of RO} O93? 


“In a series of 155 cases of peptic ulcer 
treated with . . . (Roter) tablets for three 
to six weeks, there was immedi:te relief of 
pain in 92% of cases and roentgenological 
healing of the ulcer in 81%. The special 
features of this medication are immediate and 
prolonged relief of pain, correction of gastric 
hyperacidity, absence of side reactions, 
effectiveness for ambulatory patients, and 
early healing of the ulcer in most cases.”’ 


Extracts from the AMERICAN JOURNAL OF 
GASTROENTEROLOGY (1957) 28, 439. 


TABLETS 


“Immediate 
relief of 


pain in 


92% 


of cases”’ 


PACKINGS :: Tins of 40, 120 and dispensing 
sizes 360 and 720 (P.T. exempt). Basic N.H.S 
price: Under | /- for 10 tablets. 


ROTER Tablets are not advertised to 
the public and may be prescribed on 
E.C.10 forms. Literature on request. 


MIDDLESEX 


~KENHAM 
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when the problem is 
basically 


a matter 
of Mind 


over Mucosa 


Anxiety, frustration, and similar manifestations 
of nervous or emotional stress are known to 
play a vital role in the aetiology of peptic ulcer 
and other gastro-intestinal disorders. Effective 
treatment of these conditions, therefore, 
should do more than provide transient relief 
of distressing local symptoms— it should also 
act decisively at the primary source of the 
trouble. 

‘STELABID’ now places in the hands of the 
practitioner the means of implementing this 
essential dual approach to therapy. 


Considerthe ~* relieves anxiety and tension 
Unique reduces gastric secretion 
4-point Action inhibits motility and spasm 
of prevents nausea and vomiting 


‘Stelabid 


Each tablet contains | mg. ‘Stelazine‘ (trifluoperazine) 
calms yet leaves the patient alert—and 5 mg 
‘Tyrimide’ (isopropamide iodide)—the powerful 
anticholinergic with the day-long action 


COMBATS CAUSE AND EFFECT IN DIGESTIVE DYSFUNCTION 


anew product of _— smiTH KLINE & FRENCH LABORATORIES LTD 
Welwyn Garden City, Herts 


‘Stelabid’, ‘Stelezine’ & ‘Tyrimide’ are trade marks 


Brit. Pat. N 2921 *bD:PAI9 (col 
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Dosulfin’ 


} equal parts 


Tablets of 0.75 G yntair 


Sulphaproxyline and Sulphamerazine). 


3 times a day 
control of 

Upper Respiratory 
Tract infections 
by Dosulfin 


Therapeutically effective 
Dosuifin blood levels 

achieved within 2 hours 
of initial administration. 


je Ne ; one ee 
Geigy Pharmaceutical Company Ltd Third day | 1 | 
. 


Wythenshawe, Manchester 23 


PH 
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QU l NODERM for the ACNE patient 

Regd = lee eee 
The pustular and cystic forms of ACNE are 
of major importance as the destruction of 
tissue and resultant scarring produce permanent 
disfigurement in a disease which, in the 
majority of cases, resolves spontaneously in later 
‘ life. Control of the secondary infection by the 
WF PLASTIC TURES use of QUINODERM limits tissue damage 

loz. 2/6 and residual scarring. 
: The efficacy of QUINODERM is based on 

202. 4/6 three factors:— 

AVAILABLE ON 1. It contains POTASSIUM HYDROXY- 
PRESCRIPTION ONLY QUINOLINE SULPHATE — effective 
(INCLUDING E.C.10) against a wide range of skin pathogens. 

. It contains BENZOYL PEROXIDE—func- 
tions as a keratolytic so mild in its action 
that no erythema occurs. 

. These two medicaments are incorporated in 
a highly ASTRINGENT CREAM base 
which is both ‘non-greasy and non-sticky— 
giving the product what is called “ cosmetic 
appeal "—ideal for the greasy skin usually 


CRE A M associated with Acne. 


“THE QUINOLIN CREAM FOR ACNE” f- 


The patient should be instructed to spread the cream AGPROLIN LTD., 
with the fingers over ALL the affected area and 180 CHADDERTON ROAD 
massage until no trace of the cream remains on the OLDHAM 
skin — three times a day 











-AMPHETONE: 


REGISTERED TRADE NAME 


A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without 
increasing the patient’s appetite, we consider Amphetone 
unique. It combines for the first time, Dexamphetamine 
Sulphate and Strychnine with — oy oe and 
members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well- 
being, this being followed by the well-known tonic effects of 
the other medicaments Clinical reports have been excellent. 


FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain: 
Strychnine Hydrochloride 8.P., 1/60 grain: Calcium Glycero- 
phosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C., 
2 grains; Aneurine Hydrochloride B.P., 1/30 grain: Nicotin- 
amide B.P., 1/4 grain: Riboflavine B.P., 1/60 grain; Syrup of 
Blackcurrant B.P.C., 2 fluid drms.: Water, to fa fluid ounce. 


[rowon] [5] 


Available in botties containing 10, 20, 40, 80 fluid ounces. 
Basic N.H.S. Prices 4/9, 8/9, 15/6, 27/9 each. Exempt from tex. 


In association with J. C. Arnfield & Sons Ltd. 
JAMES WOOLLEY, SONS & CO. LTD., victoria BRIDGE, MANCHESTER 3 


$$$. 
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Geigy 





Anturan’ 


G 28315 





Outstanding new uricosuric agent 
for maintenance therapy 
in chronic gout 


Anturan therapy rapidly reduces the serum urate 
level and markedly increases the renal urate 
excretion. Comparative studies have shown 
that with Anturan urate clearance is increased 
by as much as 790°,'—considerably more than 
with any other uricosuric agent. ‘It is certainly 
the most effective uricosuric drug to date, 
being dose for dose some twelve times more 
potent than aspirin and some six times than 
probenecid.’*? 


Anturan often proves effective in patients 
refractory to all other uricosuric agents. It may 
be administered with safety to patients with 
impaired renal function. Side reactions such 
as gastric distress are minimal, and Anturan 
is well tolerated over prolonged periods. 


Dose :- 100mg Anturan three or four times daily with 
a meal or a glass of milk 

Following the successful completion of further clinical 
trials, Anturan is now available for use in General 
Practice 

Detailed information and sample available on requesi. 





Availability (Basic N.H.S. prices) 
Tablets, each containing 100 mg 
1,2-Dipheny!-3,5-dioxo-4-(2* phenyl- 
sulphinylethy!)-pyrazolidine 
Containers of 100 37s. 4d. 


Pius 9s. 4d. Purchase Tax 


J. Pharmacol., 119, 418 (1957) 
Brit. med. J., 1, 1522 (1959) 


Geigy Pharmaceutical Company Ltd., 
Wythenshawe, Manchester 23. 
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it has been generally accepted 
that the incidence of megalo- 
blastic anaemia of pregnancy in 
this country is very low. Reports 
indicate, however, that this type 
of anaemia may occur more fre- 
quently than has been suspected 
hitherto, but remains unde- 
tected in many cases. These 
observations suggest that it may 
be advisable to administer folic 
acid to all women in the last 
trimester of pregnancy. 


Anaemia of Pregnancy 








Marmite yeast extract isa source 
of all known members of the 
vitamin B complex and has been 
used with conspicuous success 
in the treatment of nutritional 
megaloblastic anaemia of preg- 
nancy. Its haemopoietic potency 
may be associated with the folic 
or folinic acid fraction. Marmite 
is readily incorporated in the 
diet and its pleasant taste en- 
sures easy administration. 


——-MARMITE— 


yeast extract 


35 SEETHING LANE, E.C.3 


5901 


MARMITE LIMITED, LONDON, 





| Have you received your copy of 
MODERN CONTRACEPTIVE TECHNIQUE? 


This manual on contraception has already proved 
invaluable to doctors in advising their patients. It 
presents a concise and compact survey of methods 
commonly used, together with notes on methods which 
have medical approval, and also on others which are 
contra-indicated. You are invited to write for 

your copy now. 


modern 


contraceptive 





The case against “natural” methods 


Unreliabie and harmful methods of contraception, such as 
“coitus interruptus”’, are chiefly used because of the slight loss 
of sensitivity experienced with protectives (condoms). This 
problem is now almost entirely overcome by Durex Gossamer, 
a new kind of /ubricated protective. Durex Gossamer is treated 
with Sensitol, a “non-wet, non-messy” lubricant which 
substantially increases the level of sensitivity. Samples of 
Durex Gossammer protectives on request. 


| 
| 
| 
| 
| 
| 
technique al 
| 
| 
| 
| 
| 
| 
| 
| 


LONDON RUBBER CO. LTD. Dept. 306, HALL LANE, LONDON, E.4 








Sound steep... fresh awakening 


Medomin’ 
Geigy 


Medomin presents the surety of hypnosis 
through the barbituric acid nucieus. One 
tablet taken }-1 hour before retiring will 
give 6-8 hours natural sleep. Because 
of the rapid breakdown and elimination of 
SL aneNE Pictaasemtunera wet 
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The case against “natural” methods 


Unreliable and harmful methods of contraception, such as 
“coitus interruptus”’, are chiefly used because of the slight loss 
of sensitivity experienced with protectives (condoms). This 
problem is now almost entirely overcome by Durex Gossamer, 
a new kind of /ubricated protective. Durex Gossamer is treated 
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Sound sleep... fresh awakening 


Medomin® 


Geigy 


Dose: 1 tabiet 
taken }-1 hour 
before a 
Available in lets 
of 200 mg 
Heptebarbitone 
(Cycioheptenylethy! 
barbituric acid) 
Containers of 

10, 100, 1000 


Medomin presents the surety of hypnosis 
through the barbituric acid nucieus. One 
tablet taken }-1 hour before retiring will 
give 6-8 hours natural sieep. Because 
of the rapid breakdown and elimination of 
this barbiturate there is a fresh awakening 
with no clouding of the mind. Medomin thus 
represents a genuine advance in hypnotic 
therapy. ite action is positive and yet so 
smooth and free from side effects that 
it may safely be given to chitdren. 


“209 patient-nights on Medomin and 79 
patient-nights on butobarbitone are re- 
ported on. Results tell strongly in favour of 
Medomin (91 per cent very good response 
as compared to 58 per cent with control 
sedative). Out of the 209 there were only 
two cases of “ hangover-like " symptoms. ’ 
Med. Press, 243, 131(1960). 


Geigy Pharmaceutical Company Ltd. 
Wythenshawe, Manchester 23 
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Hospital Diet... 


However adequate, and attractive, the 
hospital diet, it may well be found that the 
patient’s will to eat and power to assimilate 
need a little encouragement. In many cases, 
when it is desired to spare the body physio- 
logical effort and still provide food, 
Lucozade will be found valuable. It is so 
refreshing and stimulating to the jaded 


Lucozade is lightly car- 
bonated with an attrac- 
tive golden colour and 
apleasant citrus flavour. 
It contains 23.5% w/v 
Liquid Glucose and 
its energy value is 21 
Calories per fluid ounce. 


OOOODOODOOOOOOO0OOOOoOoOOoND COOOOOCOOoor 


It is supplied in 6 oz 
and 26 oz. bottles. 


palate that it creates a new desire for solid 
food. 


LUCOZADE 


JUUWIUIDIDDDODOOD DODO 


JULWUUUDODODOOOOOD pono pponDonoN 
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RHEUMATISM 


and kindred ailments 


Harrogate the largest treatment centre in 
Great Britain, is actively engaged in pro- 
viding all types of physical treatment in 
connection with the rheumatic diseases and 
all types of physical rehabilitation. The 
establishment is equipped with DEEP POOL 
THERAPY, medical gymnastic facilities and 
occupational therapy. 


HARROGATE 


Treats both private patients under its 
All-inclusive Treatment Scheme, and 
National Health patients. 


LILI) 





Uicer pain? 


0 


Agreeabie basic therapy by 
Benger for all peptic 
ulceration. Does not cause 
alkalosis, maintains vitamin 
and phosphorus absorption. 


Medical enquiries as to cost, and how free 
treatment under the National Health Service 
can be obtained, will be welcomed by— 


THE MANAGER SECTION 3 


The Royal Baths 
S23 23 eS OB 4 2 


Aluphos is a trade mark 
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PIRITON... And this is why- 


for relief lasting 

4 to 6 hours 

PIRITON Tablets 
Each tablet contains 4 mg 
Piriton (chlorphentramine 
maleate B.P.C.) 

BOTTLES OF 25 

AnD 500 TABLETS 


. * * 





* relieves symptoms within ten to thirty minutes for rapid and sustained 
relief lasting up to 12 hours 
PIRITON Duolets 
Each contains 8 mg. Piriton; 
3 ‘ . : 4 mg. for immediate action and 
*+ is unexcelled in safety and tolerance 4mg. in inner cove for 
delayed action. 
* is virtually free from side-effects—reports of BOTTLES OF 25 
AND 250 DUOLETS 


dizziness and drowsiness are rare 


*is suitable for administration to children 


STANDARD REFERENCE CARD ON APPLICATION 


* provides sustained relief 





Manufactured in England by 
ALLEN &€ HANBURY S LTO LONDON E2 
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Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


DISSe aus 
in water 


SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
(neutral soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 
effect. 


copis. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 
which ensures protection from moisture : 


SOLPRIN 12/6 copis 25/- CaFDis 16/- 


Literature and clinical samples available from: 
RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 
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A more potent antihistaminic—rapid, 
strong, and prolonged in its action... 
with no serious side-effects 


Of the i I ami! ompounds available today, Daneral is 
longed action. Even small 
e histamine effects that occur 
1 also has a strong anti- 
permeability. 

eactions and has no pro- 

vascular resistance. 
Indications: } ! ni trials have established the effective- 
nditions. It also has value in 
originor tissue reaction 
s Daneralisespecially effective 
ticaria and angioneurotic oedema; 
pruritus. In general medicine bronch- 

are helped by Daneral. 
f 20 and bottles of 250 


f 10 and bottles of 100. 


For your files 
ar ist te to 
HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 


S 
ov , J 





Acute Infective Eczema before After 5 days’ treatment (Cambison 0.5% 


treatment 


twice a day) 


Steroid ointments are frequently 


successful in varieties of eczema 
that have resisted other therapy 


They have the advantage of being anti-allergic, anti-inflam- 
matory and anti-pruritic. Even severe itching is usually 
relieved in a few hours, and hyperaemia, swelling, and 
exudation reduced during the first day of treatment. 

Cambison ointment combines the steroid prednisolone 
with a two-fold protection against infection. Not only does 
it include the antibiotic neomycin, which is highly effective 
against staphylococci and streptococci, but also a quinoly- 
lurea compound with chemotherapeutic action particularly 
directed against gram-positive organisms. This combination 
widens the antimicrobial spectrum and enhances the anti- 
bacterial effect. 

Cambison is indicated in cases of acute and chronic eczema 
and dermatitis, particularly where infectio: is present 
or threatened. 


Packs: Tubes of 5G and 20G. Available with prednisolone 0.25°, or 0.5% 


For your files:—If you would like to have information about thisnew treatment 
Cambison, write to:—HOECHST PHARMACEUTICALS LTD., SLOUGH, BUCES 


Sole distributors in the United Kingdom : HORLICKS LIMITED, SLOUGH, BUCKS 








Chronic erudative e maon back of th Result after 2 days of treatment. 


left hand. Severe itching ar 


New ointment combines 
advantages of the corticosteroids 


with traditional ichthammol 
type therapy 


In chronic dermatoses, steroid ointments alone do not always 
effect radical cures. 
Tumeson (Tumeno] Prednisolone Ointment) combines the 
advantages of the corticosteroids with more traditional 
therapy. 
It has two components:— 
Prednisolone 0.25°., with its well-known anti-inflammatory 
and anti-allergic properties. 
Tumenol Ammonium, a bituminous shale tar-oil similar to 
a1 ichthammol, which is widely used in sub-acute and chronic 
¢ skin conditions. As well as having an anti-inflammatory 
+> and anti-pruritic effect, it is a vasoconstricting agent with 
CC a & fungicidal and bacteriocidal properties. 
Where a rapid, pronounced and sustained anti-pruritic and 
anti-eczematous action is called for, Tumeson is especially 


fo J? _ useful. 


Packs: tubes of 5 G. and 20 G. 


> 
For your files: If you would like to have information about this new treatment, 


Tumeson. write to: HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 
Sole distributors in the United Kingdom : HORLICKS LIMITED, SLOUGH, BUCKS 





Ringworm of the f eatment with Jadit 


An effective new treatment 
that is odourless and colourless 


Fungus infection > skin—and particularly ‘athlete’s foot’—still 


remain a prevalent cause of distress and morbidity. The need for a reliable 
and cosmetically acceptable local treatment is greater than ever before. 
The advantage of Jadit (chlorhydroxybenzoic acid butylamide) is that it 


provides a potent fungicidal action that is practically unimpaired in the 


presence of tissue protein. It is elegant, simple and safe. 


ifl ¥ 


For inflammatory and allergic mycotic 
reactions, hydrocortisone is added 


h has a reliable anti-inflam- 
In combination with Jadit’s 
tions. 


} ' 

Jadit Ointment Tube of Mg Jadit Ointment Tube of dg. 
Jadit Solution Bottle of 30m Jadit ‘H's tion Bottle of 6ml. 
Jadit Powder Container of 40¢ 


CHLORHYDROXYBENZOIC ACID BUTYLAMIDE 0.5% HYDROCORTISONE ADDED 


For your files:—If you would like to have fuller information about these 
new treatments of fungus infections of the skin, write to:— 

HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 

Sole distribut in the United Kingdom: HORLICKS LIMITED, SLOUGH, BUCKS 
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YOU CAN’T 
FORETELL THE 
FUTURE 


PREPARE FOR IT 


This Society specialises in insurance for the Medical and Dental Professions. 


Non Cancellable With Profit 

SICKNESS AND ACCIDENT INSURANCE. 
LIFE ASSURANCE. 

PERSONAL PENSION POLICIES. 


When you are buying a car or equipment why not ask for details of the Hire 
Purchase Scheme of our subsidiary company—the Medical Sickness Finance 
Corporation of 7 Cavendish Square, London, W.!. Tel. Museum 9348. 


Write to us for particulars, mentioning this advertisement 


3 CAVENDISH SQUARE, LONDON, W.! 
Telephone Langham 034! 








A 128 THE PRACTITIONER 








OSTEOPATHY 


The London College of Osteopathy 
Andrew Still House, 24 Dorset Square 
London, N.W.! 


Through the generosity of the Leverhulme Trust Fund a number of Scholarships, each valued at £625, are avail- 
able to men and women holding a qualification in medicine and surgery obtained and recognised in Great Britain. 

The next Course commences on the 4th of October, 1960, and consists of four terms’ postgraduate study. 

The aim of the College is to present to the student the theory and practice of Osteopathy and to equip him to 
practise efficiently as an teopathic physician. 

The Diploma of the College—Licentiate of the Faculty of Osteopaths 
students on completion of the Course. 

Lectures and Clinical studies will take place at the Osteopathic Association Clinic. 

The Osteopathic Clinic and X-ray Department are lodged in the same building as the College. Clinical material 
is available for teaching purposes and for continuation of study 

The students’ time is fully occupied during the specified hours, five days per week. 

Further particulars can be obtained from the Secretary. 





(L.F.O.)}—will be awarded to successful 





Keep 
in touch 

with 
murphy Murphy VHF Radio Telephones are 
regularly used by Military and Naval authori- 
ties, and in Medical, Police, Ambulance and 
Fire Services, Airport Control and ali classes 
of freight and passenger transport operation. 
All over the world, from Hong Kong to 
Holland, and from Sweden to South America, 


more and more people are keeping in 
touch with Murphy. 






City Herts. 
CRCTI 


Electronics Division Welwyn Garden 


Ideal for the professiona! 


NEVER NEEDS A BATTERY! = mr. Simple. sate ana 
Holds charge indefin- 
de ee) erode Virtually in. 






destructible, substantia! 
saving after initial pur- 
chase. Compact stream- 
lined design, 4 in. long, 
but robust. Fits easily in 
pocket or handbag. Cash 
price 2 gns. 


POCKET TORCH 








RECHARGES FROM 
ANY A.C. ELECTRIC 
SOCKET 


Sent on approval if desired 





6 months guarantee 


WIDE SELECTION OF ATTACHMENTS AVAILABLE 


MOUTH PROBE 


OTOSCOPE attachment, 
as illus., £5/13/4. OTO- 
SCOPE ADAPTOR 16/8 
THROAT SPATULA, as 
illus, 15/- kit of 3, com- 
plete with  sterilising 
stand. MOUTH PROBE, 
as illus., 13/6 kit of 3, 
complete with sterilising 
stand. 


ARJAY DOMESTIC SUPPLIES LTD. (dept. P.1) 17-19 GT. UNDERBANK, STOCKPORT 
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Peptic discomfort? 


Pleasant-tasting, buffered 
antacid by Benger a 
conservative, inexpensive 
first line of therapy in 
peptic ulcer. 


a trade mark 


Aluphos ts 











The Medical Service of | 
The Royal Navy 


Vacancies for Medical Officers 


Candidates are invited, for Short Service 
Commissions of 3 years, on termination 
of which a gratuity of £690 (tax free) is | 
payable. Ample opportunity is granted for | 
transfer to Permanent Commissions on | 
completion of one year's total service 
Officers so transferred are paid instead a 
grant of £1,500 (taxable) 


All entrants are required to be British 
subjects whose parents are British sub- | 
jects, medically qualified, physically fit 
and to pass an interview 


Full particulars from 
THE ADMIRALTY 
MEDICAL DEPARTMENT | 
QUEEN ANNE'S MANSIONS 
ST. JAMES’S PARK LONDON, S.W.! | 

















| (subject to 6 


| of withdrawal 


HASTINGS and THANET 


BUILDING SOCIETY 





Every £100 invested for one year 
gives the following yield: 





Yield per ‘Equivalent 


annum yield if you | 
Type of tg Income | pay Income | 
Account Rate ” Tax paid | Tax at full 
by the standard 
Society rate 
Trustee 
Deposit 34% 43.5.0 £5. 6.1 
Department a 


Fully Paid 
Shares 


£3.10.0 £5.14.3 


3h 


32% £3.15.0 £6. 2.5 


£4°,, including Bonus to 
the regular saver 


Term Shares 


months’ notice 





Bonus Savings 
Shares 





and THANET 





Member of the Building Societies’ 
Association 


99 BAKER STREET, LONDON, W.! 
Established 1850 


Branches and Agencies throughout the country 





| 





ta 
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rednisolone 


plus 


iigcicrefe]pnmmine)pammel-t-) Ce (om laaieclalels 





that’s the extra benefit of 


DELTACORTRIL 


brand of prednisolone 


“ENTERIC 


‘ At this centre our anxiety on this score 
[the development of peptic ulceration] 
has been greatly reduced during the past 
eighteen months by the use of enteric-coated 
“ prednisolone " tablets.’ 
Lancet, 1959, i, 1149. 


CED SCIENCE FOR THE WORLD’S WELL-BEING 


Pfizer Ltd., Folkestone, Kent. “Trade Mark PZ37/3808F 
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—usually 
referred to 
as Homo 
Sapiens 
because he 
has the good 
sense to 
enjoy over 


FIVE 
MILLION 


GUINNESS 
EVERY 
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PAINFUL FOOT STRAIN 


HELPING THE PATIENT TO 
HELP HIMSELF—AND YOU 


The treatment of this common type of pain 
can be carried out by the patient at home—if 
the doctor explains the necessary exercises. 
But in today’s crowded surgeries, there is often 
little time for lengthy explanations. 

With advice from a consultant in physical 
medicine, the makers of Algesal Salicylate 
Cream have prepared a leaflet, available in 
tear-off pads, which describes a course of res- 
torative exercises for strained, aching feet. 
The leaflet ensures that the exercises are carried 
out correctly and explains how to use Algesal 
cream by massage for relief of pain and spasm. 
The patient co-operates in helping himself, and 
gains confidence. 

Other leaflets in this series deal 
with osteoarthritis of the knee, lumbo-sacral 
strain and frozen shoulder. They can be had, 
on request, together with samples of Algesal, 
from E.G.H. Laboratories. 


Algesal 


10% diethylamine salicylate in a soothing vanishing cream 


NON-IRRITANT, SKIN-PENETRATING SALICYLATE 
FOR THE RELIEF OF RHEUMATIC PAIN BY INUNCTION 


Algesal is not a counter-irritant or a rube- 
facient; it is a means of putting salicylate 
through the skin, at the site of rheumatic pain. 
The active ingredient is carried in a soothing, 
non-staining, white vanishing cream, with a 
mild, pleasant smell of lavender. 
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INDICATIONS 
Fibrositis or muscular rheuma- 
tism, osteoarthritis, tenosynovitis, 
lumbo-sacral strain and local tis- 
sue pain after injury or exercise. 
Algesal is prescribable on Form 
E.C.10, basic N.H.S. price 2/8} 
per tube inc. P.T. 


E.G.H. LABORATORIES: PERU STREET: SALFORD 3:LANCS 
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A new analgesic, anti-inflammatory 
and urico-eliminatory compound 


Colchipirine successfully corabines and enhances the well- 
known properties of colchicine and aspirin, assisted by 
Vitamin B,, in the treatment of chronic rheumatism and 
gout. 


Colchipirine is an outcome of extensive American and 
European research into the pharmacology of colchicine 
and acetylsalicylic acid, which has given a new under- 
standing of the therapeutic action of these classical remedies 
for gout and rheumatism. 


Colchipirine is well tolerated and so permits sustained 
administration. It has been used with very favourable 
results in extensive clinical trials. In packings of 60 and 
400 glutinized tablets. 


Samples and literature will be supplied on request. 


SOLCHUPURINE 


CONTINENTAL LABORATORIES LTD. 
101, GREAT RUSSELL STREET, LONDON, W.C.1 
Telephone: MUSeum 2042-3-0626. Telegrams: Taxolabs, Phone, London 
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A new analgesic, anti-inflammatory 
and urico-eliminatory compound 


Colchipirine successfully combines and enhances the well- 
known properties of colchicine and aspirin, assisted by 
Vitamin B,, in the treatment of chronic rheumatism and 
gout. 

Colchipirine is an outcome of extensive American and 
European research into the pharmacology of colchicine 
and acetylsalicylic acid, which has given a new under- 
standing of the therapeutic action of these classical remedies 
for gout and rheumatism. 

Colchipirine is well tolerated and so permits sustained 
administration. It has been used with very favourable 
results in extensive clinical trials. In packings of 60 and 
400 glutinized tablets. 


Samples and literature will be supplied on request. 
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‘ALMACARB’ tablets are prepared from an aluminium 
hydroxide-magnesium carbonate co-dried gel manufactured by an 
entirely new process (Brit. Pat. 812503). The result is a product 

of exceptional stability with a more rapid and prolonged 
acid-neutralising action than that of dried aluminium hydroxide 
gel, either alone or in mechanical admixture with magnesium 
carbonate. 

‘aALMACARB’ tablets sucked at regular intervals will ensure effective 
control of gastric acidity. Used in this way they are preferable to 
liquid antacids both for effectiveness and convenience. 

‘ALMACARB’ tablets are unique because there is no loss of 
neutralising action either on processing or tabletting. 





One tablet to be chewed as 
an initial dose and thereafter 
one teblet to be sucked 
slowly at regular intervals. 


Pack 


Individually foil-wrapped 
tablets. 


Basic N.H.S. Prices Sn ee ee ee ee oe) 
a i 4 Sor the relief of digestive disturbances and the pain associated with peptic alcers 
Cartons of 200... 12/- Mede +s Engiene THE GRITISH ORUG MOVSBES .TO LONOON 
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